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Tumors  of  the  Kidney 

William  J.  Baker.  M.D.,  Edwin  C.  Graf,  M.D.* * 


SUMMARY 

“Tumors  of  the  kidney  offer  such  a poor  prog- 
nosis by  the  present  means  of  diagnosis  and  treat- 
ment, that  all  of  us  should  try  to  make  earlier 
diagnosis  and  institute  earlier  surgical  management 
of  these  tumors.  All  tumors  of  the  kidney  should 
be  considered  as  malignant  or  potentially  malig- 
nant. A practical  classification  of  renal  tumors  is 
presented  for  clinicians.  The  failure  of  patients 
and  the  medical  profession  to  recognize  the  serious- 
ness of  hematuria  often  prevents  early  diagnosis 
and  treatment.” 


Tumors  of  the  kidney  form  2 to  5 per  cent 
of  all  body  tumors.  The  Danish  Cancer  Reg- 
istry reports  an  incidence  of  1.49  per  cent  of 
renal  tumors  in  25,795  body  tumors.  There 
were  384  renal  tumors  in  their  study.  Renal 
tumors  form  5 per  cent  or  more  of  the  genito- 
urinary tumors.  Our  own  work  furnishes  a 
renal  tumor  incidence  of  5.45  per  cent  for  all 
genito-urinary  tumors. 

The  notoriously  poor  prognosis  of  renal 
tumors  is  a challenge  to  clinicians.  It  is 
estimated-  that  one  half  of  all  patients  who 
have  had  a nephrectomy  for  renal  tumor  are 
dead  within  2 years.  Five  year  cures  are  so 
few  because  the  patient  and  the  doctor  are 
not  brought  together  soon  enough.  This 
rather  fatal  gap  of  time  is  due  to  the  insidious 
and  rather  far  advanced  development  of  renal 
tumors  before  any  symptoms  are  produced. 
The  failure  of  the  public  and  doctors  to  recog- 
nize the  seriousness  of  hematuria  also  pre- 
vents early  diagnosis  and  treatment.  There- 
fore, the  real  problem  is  to  teach  that  red 
blood  cells  are  not  a normal  constituent  of 
urine  and  that  all  symptoms  eminating  from 
the  renal  areas  must  be  thoroughly  investi- 
gated and  evaluated  early. 

The  medical  literature  confuses  the  patho- 
logical classification  of  renal  tumors  for  the 
clinician.  This  confusion  has  been  brought 
about  by  an  argument  as  to  where  the  malig- 
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nant  cells  originate.  The  pathologists  are 
confused  because  their  studies  will  often  re- 
veal different  cellular  elements  in  the  same 
tumor.  There  are  renal  tumors  which  un- 
doubtedly originate  from  adrenal  rests  but 
for  the  most  part  all  solid  renal  tumors  orig- 
inate from  some  renal  cell.  Clinicians  will  be 
less  confused  and  their  operative  statistics 
will  be  improved  if  they  will  consider  all 
tumors  of  the  kidney  as  malignant  or  poten- 
tially malignant. 

Fig.  1.  portrays  a practical  classification  of 
renal  tumors.  Certain  pathologists  divide 
Wilms’  tumors  into  those  of  children  and 
those  of  adults.  A few  instances  of  adeno- 
carcinoma of  the  renal  pelvis  have  been  re- 
ported. We  have  not  included  the  term  in  our 
outhne.  A plea  is  made  to  replace  the  name 
“hypernephroma”  with  “hypernephroid 

Fig.  1 

A.  Renal  Tumors  of  Infancy  and  Child- 

hood. 

(a)  Embryonic  tumors  (Wilms) 

(b)  Pararenal  Teratomata 

B.  Tumors  of  Adult  life. 

I.  Solid  Tumors  of  the  Kidney  Par- 
enchyma. 

(a)  Hypernephroid  carcinoma. 
(Hypernephroma,  Grawitz’s 
tumor,  nephroma).  This  is 
the  commonest  solid  tumor 
of  the  kidney  parenchyma  in 
adults. 

(b)  Adenocarcinoma. 

(c)  Papillary  Carcinoma. 

(d)  Sarcoma. 

(e)  Rare  tumors  (adenoma,  leio- 
myoma, fibroma  and  ang- 
ioma). 

H.  Tumors  of  the  Renal  Pelvis. 

(a)  Papillary  Carcinoma-Grades 
I.  H.  HI.  and  IV. 

(b)  Squamous  Cell  Carcinoma. 

HI.  Tumors  of  the  Capsule. 
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carcinoma.”  Another  plea  is  made  to  discard 
the  word  “benign”  in  connection  with  the 
word  “papilloma.”  It  is  best  to  consider  all 
papillomata  as  malignant.  The  degree  of 
malignancy  can  be  stated  by  the  pathologist. 

Fig.  2 shows  the  incidence  by  decades  of 
the  renal  tumors  which  we  have  operated  in 
the  past  5 years.  Fig.  3 shows  the  tumor  in- 
cidence by  sexes  and  the  side  involved.  Fig. 
4 shows  the  types  of  these  43  renal  tumors. 
Fig.  5 illustrates  the  delay  these  patients  used 
before  they  went  to  a doctor.  Please  note 
that  9 patients  tolerated  a hematuria  more 
than  a year  before  they  went  to  a doctor. 
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The  mixed  tumor  or  Wilms’  tumor  of  the 
kidney  is  the  commonest  malignant  abdom- 
inal tumor  of  childhood.  This  tumor  is  very 
consistently  fatal,  regardless  of  any  plan  of 
treatment.  The  histogenesis  of  these  tumors 
is  speculative.  One  can  theorize  that  they 
may  originate  from  embryonic  cellular  rests, 
or  from  one  or  more  germ  layers  (teratoma- 
tous) or  from  the  mesenchyme  of  the  em- 
bryonic kidney  thru  a process  of  perverted 
growth  and  metaplasia. 

The  incidence  of  Wilms’  tumor  has  been 
estimated  from  1 in  25,000  to  1 in  15,000  pa- 
tients of  general  hospitals.  The  tumor  is 
found  occasionally  in  adults.  It  is  most  pre- 
valent in  the  first  6 years  of  life.  The  lesion 
affects  the  right  and  left  kidneys  about 
equally.  A few  instances  of  bilateral  Wilms’ 
tumors  have  been  reported. 

The  usual  first  complaints  are  “lump  in  the 
abdomen”  and  “swelling  of  the  abdomen”  of 
a painless  nature.  There  is  an  occasional  first 
complaint  of  hematuria  or  slight  pain  in  the 
abdomen.  The  mother  or  pediatrician  are 
usually  the  first  to  find  the  painless  ab- 
dominal mass.  The  course  of  the  lesion  is 
rapid.  Fever,  vomiting,  loss  of  weight,  ap- 
pearance of  enlarged  tortuous  superficial  ab- 
dominal veins  and  cachexia  soon  appear.  This 
rapidly  growing  tumor  will  soon  fill  the  ad- 
domen. 

The  diagnosis  can  usually  be  made  from 
the  clinical  findings.  The  urine  may  contain 
a few  microscopic  red  blood  cells  and  a trace 
of  albumin.  Visualization  of  the  urinary  tract 
will  usually  localize  the  lesion  to  the  kidney 
and  confirm  the  diagnosis  of  a renal  tumor. 
If  the  intravenous  urograms  do  not  furnish 
the  necessary  urological  information,  all  of 
these  patients  should  have  retrograde  visual- 
ization of  the  urinary  tract. 

Differential  diagnosis  should  include  ad- 
renal neuroblastoma,  hydronephrosis  or  py- 
onephrosis, congenital  polycystic  kidney, 
solitary  cyst  of  the  kidney,  omental  cysts  and 
splenic  enlargements. 

The  gross  inspection  of  these  removed 
tumors  shows  them  to  be  usually  larger  than 
the  normal  kidney.  They  are  nodular  or 
lobulated.  Some  of  the  tumors  seem  to  be 
well  encapsulated  and  in  others  there  is  only 
partial  encapsulation  or  infiltration  of  the 
perirenal  and  renal  tissues.  Priestley  and  his 
co-workers,  after  studying  44  gross  specimen.^ 
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of  mixed  renal  tumors,  concluded  that  Wilms’ 
tumor  can  arise  from  any  portion  of  the  kid- 
ney, that  involvement  of  the  renal  vein  fre- 
quently occurs  and  that  clinical  hematuria  is 
good  evidence  for  invasion  of  the  renal  pelvis 
by  tumor  cells. 

The  microscopic  pathology  should  describe 
carcinoma-like  cells  in  tubular,  cylindroid, 
papillary  or  solid  arrangement  and  spindle 
shaped  sarcomatous-like  cells.  Striated 
muscle  cells  can  usually  be  found.  Squamous 
cells  are  found  in  a few  instances. 

The  treatment  of  Wilms’  tumor  has  been 
very  discouraging.  There  are  5 main  forms 
of  treatment  which  are  used  today,  namely: 
(1)  roentgen  irradiation  alone,  (2)  operation 
alone,  (3)  roentgen  irradiation  followed  by 
operation,  (4)  operation  followed  by  roentgen 
irradiation  and  (5)  irradiation  followed  by 
operation  and  subsequently,  further  irradia- 
tion. There  is  no  definite  proof  of  cure  by 
irradiation  alone.  Ladd  favors  immediate 
transperitoneal  nephrectomy  and  postopera- 
tive irradiation.  He  believes  that  preopera- 
tive irradiation  only  wastes  valuable  time. 
He  also  believes  that  any  operative  approach 
except  the  transperitoneal  will  not  permit  the 
proper  inspection  and  ligation  of  the  renal 
vessels.  Most  workers  prefer  preoperative 
irradiation  to  reduce  the  size  of  the  tumor. 
The  irradiation  treatment  should  require  no 
longer  than  3 weeks.  The  optimum  time  for 
nephrectomy  is  about  14  to  21  days  after  the 
course  of  preoperative  irradiation.  The  irrad- 
iation, contrary  to  some  current  statements, 
does  not  make  nephrectomy  more  difficult. 
Nephrectomy  should  be  followed  by  post- 
operative irradiation. 

The  ultimate  prognosis  is  very  bad  in  this 
group  of  patients.  Very  few  5 year  survivals 
have  been  reported. 

Fig.  6 is  the  pyelogram  of  a 9 year  old  boy, 
whose  left  abdominal  mass  was  found  ac- 
cidentally by  his  mother.  Fig.  7 is  a picture 
of  the  removed  Wilms’  tumor  after  preopera- 
tive irradiation.  Fig.  8 demonstrates  striated 
muscle  fibers  from  this  tumor.  Fig.  9 shows 
glandular  tissue  from  a portion  of  this  tumor. 
The  boy  had  the  benefit  of  postoperative 
irradiation  but  died  of  generalized  metastases 
9 months  after  the  diagnosis  of  renal  tumor. 

Fig.  10  is  a picture  of  the  removed  Wilms’ 
tumor  from  a 2 year  old  female  with  a palp- 
able symptomless  tumor  of  the  left  abdominal 


Fig.  6.  Retrograde  pyelogram  demonstrates  the  ab- 
dominal mass.  The  renal  pelvis  is  displaced 
and  distorted  by  the  mass. 


Fig.  7.  Wilms’  tumor.  The  kidney  and  renal  pelvis 
is  displaced  superiorly. 

region.  Fig.  11  shows  that  this  nodular  solid 
tumor  has  displaced  most  of  the  kidney  tissue. 
Fig.  12  is  a microscopic  section  of  this  tumor 
and  shows  a predominance  of  glandular  ele- 
ments. This  girl  is  still  alive  after  5 years, 
feels  well  and  has  no  findings  of  recurrence. 
She  had  both  pre  and  postoperative  irradia- 
tion. It  is  noted  that  the  tumor  was  well  en- 
capsulated. There  was  no  microsopic  evidence 
of  perirenal  or  renal  invasion  by  the  tumor 
cells. 

We  have  included  pararenal  teratomata  in 
our  classification  of  tumors  of  infancy  and 
childhood.  Fig.  13  is  the  plain  X-ray  study 
of  a 10  year  old  colored  female  who  had  no 
symptoms  except  fever  of  undetermined 
origin.  Fig.  14  shows  the  relation  of  the 
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Fig.  11 


Fig.  12 


Fig.  8.  Photomicrograph:  Striated  muscle  fibers 
found  in  Wilms’  tumor. 

Fig.  9.  Photomicrograph:  Glandular  tissue  found  in 
a Wilms'  tumor. 

Fig.  10.  Gross  specimen  of  a Wilms’  tumor. 

Fig.  11.  The  cut  surface  of  the  bisected  kidney 
demonstrates  the  tumor  displacing  most  of 
the  kidney  tissue. 

Fig.  12.  Photomicrograph:  Glandular  tissue  found 
in  a Wilms’  tumor. 


Fig.  9 


Fig.  10 
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Fig.  13.  Plain  X-ray  film  of  the  pararenal  teratoma. 


Fig.  15.  Pyeloureterogram  showing  the  pararenal 
teratoma. 

calcified  mass  and  ureteral  catheters.  Fig.  15 
shows  that  the  tumor  is  probably  anterior  to 
the  kidney.  Fig.  16  shows  that  the  tumor  is 
definitely  anterior  to  the  kidney.  Fig.  17  is 
the  removed  kidney  and  calcified  tumor. 
Fig.  18  shows  the  inside  of  the  tumor.  Atten- 
tion is  directed  to  the  small  nubbin  of  poly- 
poid tissue  protruding  from  the  surface  of 
this  section.  Fig.  19  shows  the  intimate  re- 
lation of  this  encapsulated  tumor  and  renal 
tissue.  Fig.  20,  section  of  the  previously  men- 


Fig.  14.  Preliminary  X-ray  film  of  the  pararenal 
teratoma. 


Fig.  16.  Lateral  view  of  the  pyeloureterogram 
showing  the  pararenal  teratoma  anterior  to 
the  kidney. 

tioned  polypoid  mass  shows  stratified  ciliated 
columnar  epithelium  suggestive  of  bronchial 
mucosa.  Fig.  21  shows  mature  cartilage. 
Therefore,  this  calcified  cystic  tumor  was  a 
pararenal  teratoma.  This  patient  was  operated 
on  6 years  ago  and  is  enjoying  fine  health. 
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Fig.  17.  Gross  specimen.  Kidney  and  pararenal 
teratoma. 


Fig.  18.  Pararenal  teratoma  hemisected.  Note  small 
nubbin  of  polypoid  tissue  protruding  from 
the  surface  of  this  section. 

A pararenal  teratoma  could  easily  become* a 
malignant  tumor.  They  are  a very  rare  tumor. 
Campbell  has  reported  one  such  instance. 

The  treatment  of  pararenal  teratoma  is 
complete  surgical  removal.  The  postoperative 
prognosis  is  usually  excellent. 

It  has  been  estimated  that  60  per  cent  of 
the  solid  tumors  of  the  kidney  occur  in  its 
upper  pole.  Ninety  five  per  cent  of  these 
tumors  have  already  involved  the  renal  pel- 
vis at  the  time  of  operation.  There  may  be 


Fig.  19.  Photomicrograph  of  the  teratoma  demon- 
strates the  intimate  relation  of  the  encap- 
sulated tumor  to  renal  tissue. 


Fig.  20.  Photomicrograph  of  the  teratoma  demon- 
strates epithelium  suggestive  of  bronchial 
mucosa. 

an  intimate  relation  between  fibroma  or 
adenoma  of  the  kidney  and  cancer  of  the 
kidney.  The  average  autopsy  incidence  of 
renal  adenoma  is  4 per  cent.  Renal  adenoma 
and  cancer  of  the  kidney  occur  together  in 
approximately  16  per  cent  of  the  tumor  pa- 
tients. The  transition  from  a growing  renal 
adenoma  to  a solid  cancer  of  the  kidney  is  a 
possibility. 
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Fig.  21.  Photomicrograph  of  the  teratoma  demon- 
strates mature  cartilage. 

The  gross  pathological  picture  of  solid 
tumors  of  the  renal  parenchyma  varies  from 
a well  encapsulated  tumor  of  either  pole  of 
the  kidney  as  seen  in  Fig.  25  to  involvement 
of  much  of  the  kidney  as  seen  in  Fig.  26.  Fig. 
27  is  the  removed  kidney  of  a male  adult  who 
had  had  only  one  episode  of  hematuria.  The 
tumor  is  a small  hypernephroid  carcinoma 
which  has  already  broken  into  the  renal  pel- 
vis and  has  already  metastasized  to  the  left 
lung,  as  seen  in  Fig.  28.  Fig.  28  A portrays 
the  microscopical  pathology  of  this  tumor. 
The  large  clear  cells  make  up  most  of  the 
section.  This  patient  died . 18  months  after 
the  nephrectomy  of  lung  metastases.  A lobec- 
tomy of  the  involved  lung  may  have  been 
indicated.  Deep  roentgen  therapy  of  the  lung 
was  of  no  value. 

It  is  interesting  that  solid  renal  tumors  do 
not  invade  the  renal  artery.  The  cancer  cell 
does  not  get  out  of  the  kidney  by  way  of  the 
lymphatics.  Fifty  five  per  cent  of  these 
tumors  have  invaded  the  renal  vein  at  the 
time  of  operation.  If  the  renal  vein  is  invaded 
primarily,  the  tumor  is  fatal.  Renal  vein 
involvement  reduced  good  prognosis  from  41 
per  cent  to  28  per  cent,  according  to  Mc- 
Donald. Renal  vein  involvement  may  cause 
tumor  cells  to  travel  down  the  left  spermatic 


Fig.  25  A.  Gross  specimen.  Well  encapsulated  tu- 
mor at  lower  pole  of  the  kidney. 


Fig.  26.  Gross  specimen.  Large  hypernephroid  car- 
cinoma. 


Fig.  27.  Gross  specimen  of  a kidney  containing 
small  and  hypernephroid  carcinoma. 
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vein  to  the  left  epididymis.  Capsular  vessels 
are  always  greatly  dilated  when  the  tumor 
has  involved  the  renal  vein.  The  tumor  in- 
volved renal  vein  may  be  the  basis  for  fatal 
embolism  on  the  operating  room  table.  The 
above  facts  cause  surgeons  to  use  the  trans- 
peritoneal  approach  in  order  to  tie  off  the 
renal  pedicle  before  the  kidney  tumor  is 
moved  too  much. 


Fig.  28.  X-ray  film  showing  metastatic  nodule  in 
the  left  pulmonary  field.  Same  patient  as 
figure  27. 


Fig.  28  A.  Photomicrograph  of  a hypernephroid 
carcinoma.  Same  patient  as  figure  27. 


The  microscopical  anatomy  of  the  solid 
parenchymal  renal  tumors  is  usually  charac- 
terized by  the  presence  of  the  large  clear 
cell.  This  cell  varies  greatly  but  is  usually 
present  in  all  of  these  tumors. 

The  cardinal  symptoms  of  tumor  of  the 
kidney  are  hematuria,  pain,  tumor,  loss  of 
weight  and  anemia.  The  most  important  of 
these  is  hematuria.  It  occurs  more  frequently 
than  the  other  symptoms.  The  amount  may 
be  small  or  profuse.  It  is  repeated  that  the 
most  important  thing  for  clinicians  to  remem- 
ber is  that  blood,  microscopic  or  macroscopic, 
is  not  a normal  constituent  of  urine.  This 
point  should  be  emphasized  again  and  again. 
It  should  also  be  emphasized  that  the  best 
time  to  examine  a patient  with  hematuria,  is 
while  he  is  passing  blood  in  the  urine.  Hema- 
turia from  renal  tumors  is  usually  painless 
unless  a clot  has  to  be  propelled  down  the 
ureter.  If  this  happens,  there  is  colicky  pain 
which  brings  the  patient  to  the  doctor.  Pain- 
less hematuria  from  a renal  tumor  usually 
means  that  the  tumor  has  broken  into  the 
renal  pelvis.  Of  course,  hematuria  does  occur 
frorn  a pressure  nephritis  of  a growing  renal 
tumor. 

A continous  dull  aching  pain  in  the  region 
of  either  kidney  with  or  without  hematuria, 
should  arouse  a suspicion  of  new  growth. 
The  invasion  character  of  certain  renal 
tumors  causes  such  pain.  Pain  will  usually 
bring  the  patient  and  doctor  together.  This 
is  more  than  can  be  said  of  hematuria.  The 
painless  character  of  hematuria  from  a renal 
tumor,  causes  doctors  and  patients  to  disre- 
gard the  symptom  until  it  occurs  weeks  or 
months  later.  It  may  be  too  late  then  to  re- 
move the  tumor  bearing  kidney  successfully. 

Many  of  these  tumors  attain  good  size  and 
produce  no  symptoms. 

It  is  very  unusual  for  a palpable  abdominal 
mass  to  be  the  first  sign  of  a renal  tumor. 
One  of  our  patients,  a tailor,  presented  him- 
self with  a large  left  renal  tumor  which  pre- 
vented him  from  folding  his  legs  while  he 
sewed.  He  had  no  other  sign  or  symptom  of 
a renal  tumor.  Fig.  29  is  the  ureteropyelogram 
of  this  patient’s  right  kidney.  This  large  hy- 
pernephroid carcinoma  was  removed  and  the 
patient  lived  for  13  years.  His  tumor  did  not 
recur  or  metastasize. 

It  is  unusual  for  the  patient  with  renal 
tumor  to  complain  of  loss  of  weight,  general 
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Fig.  29.  Pyeloureterogram.  Large  renal  tumor  fills 
one-half  of  abdomen. 

cachexia  and  anemia  unless  metastases  are 
present  or  he  has  an  unusually  large  necrotic 
tumor. 

The  sudden  appearance  of  a varicocele  may 
be  caused  by  tumor  obstruction  of  the  sper- 
matic vein  by  a renal  tumor.  The  pathological 
fracture  of  some  long  bone  may  be  the  first 
indication  that  a renal  tumor  is  present. 

Hematuria  after  a bump  or  fall  may  herald 
the  diagnosis  of  a renal  tumor.  Reports  of 
traumatized  tumors  have  been  reported  after 
falls  of  ice  skaters.  One  patient  traumatized 
his  renal  tumor  when  he  reached  upward  to 
wind  a clock.  Such  an  innocent  finding  as  a 
wen  of  the  scalp  may  be  the  metastatic  lesion 
of  a renal  tumor.  Such  a patient  was  recently 
seen. 

Fig;  31  is  a plain  roentgen  study  of  her 
skull.  The  bone  destruction  is  evident.  The 
patient  suffered  further  metastases  to  her 
pelvis  bones  during  the  course  of  heavy 
roentgen  therapy,  and  died  shortly  after- 
wards. 

Fig.  33  is  the  urogram  of  a patient  whose 
only  symptom  was  an  unexplained  fever.  The 
pyelograms  appear  fairly  normal  except  for 
the  slight  encroachment  from  below  on  the 
right  renal  pelvis.  There  were  no  blood  cells 
in  the  urinary  sediment.  When  the  patient 
was  immersed  in  a tub  of  water,  it  was 
thought  that  the  lower  pole  of  the  kidney  was 
palpably  nodular.  Fig.  34  is  a photograph  of 


Fig.  31.  X-ray  film  demonstrates  bone  destruction 
of  the  skull  at  the  site  of  the  “wen.” 

the  removed  tumor  bearing  kidney.  She  is 
alive  and  well  after  15  years. 

All  instances  of  hematuria,  microscopic  or 
macroscopic,  should  be  investigated  by  retro- 
grade urological  study.  Cysto-urethroscopy 
may  show  the  blood  cells  to  come  from  var- 
ious lesions  of  the  prostatic  urethra  or  blad- 
der. If  the  blood  comes  from  a renal  tumor, 
the  smoky  or  bloody  ureteral  efflux  can  be 
seen  and  the  side  from  which  it  comes  can  be 
identified.  Ureteral  catheters  can  be  passed, 
urine  collected  from  each  kidney  and  renal 


Fig.  33.  Pyeloureterogram.  Tumor  of  the  lower 
pole  of  the  right  kidney.  Cryptic  tempera- 
ture was  the  only  symptom. 
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function  tests  done.  The  function  of  the  tumor 
bearing  kidney  may  or  may  not  be  dimin- 
ished. Retrograde  uretero-pyelograms  usually 
demonstrate  the  filling  defects  of  bizarre 
pelvic  forms  if  renal  tumor  is  present.  It  may 
be  necessary  to  repeat  the  retrograde  pyelo- 
grams  one  or  more  times  before  a definite 
diagnosis  can  be  made.  Whenever  there  is 
doubt  about  a pyelogram,  repeat  pictures  are 
in  order. 

Something  should  be  said  about  the  use  of 
intravenous  urography  to  diagnose  renal 
tumors.  It  is  believed  that  intravenous  visual- 
ization of  the  kidneys  is  an  excellent  scout 
procedure.  Much  better  and  more  exact  in- 
formation can  be  obtained  from  retrograde 
urological  study.  If  the  patient  can  afford 
only  one  procedure,  the  retrograde  study  is 
indicated.  Operative  interference  is  carried 
out  more  intelligently  if  it  is  done  on  the 
information  which  has  been  obtained  from 
retrograde  urological  study. 


Fig.  34.  Gross  specimen.  Tumor  of  the  lower  pole 
of  the  kidney.  Same  patient  as  figure  33. 

Recently,  aortograms  or  renal  arteriograms, 
to  show  the  vascular  pattern  of  the  kidney, 
have  been  helpful  in  the  diagnosis  of  renal 
tumors  and  especially  renal  cysts.  The  pro- 
cedure does  not  enjoy  general  use  and  is  still 
being  evaluated.  Conservative  workers  be- 
lieve the  method  is  unnecessary  for  diagnosis. 

Interpretation  of  pyelograms  is  based  on  a 
knowledge  of  the  various  types  of  the  normal 
renal  pelvis.  The  many  various  distortions 
of  the  renal  pelvis  by  neoplasms  are  caused 
by  intrarenal  pressure  or  by  actual  invasion 
of  the  pelvic  cavity.  Increased  intrarenal 


pressure  causes  a flattening  and  elongation  of 
either  the  superior  or  inferior  calyx.  This  is 
commonly  known  as  a “sickle  form”  type  of 
calyx  distortion  and  is  shown  in  Figs.  35  and 
35  A.  After  actual  invasion  of  the  pelvis 
occurs,  the  superior  or  inferior  calyx  or  the 
whole  pelvis  itself  may  be  filled  by  tumor. 
Figs.  36,  37  and  38.  If  a tumor  is  present  in 
the  lower  pole  of  a kidney  and  is  growing 


Fig.  35.  Pyeloureterogram.  “Sickle  form”  type  of 
calyx  distortion. 


Fig.  35  A.  Pyeloureterogram.  Elongation  and  flat- 
tening of  calyces. 
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toward  the  median  line,  the  ureter,  where  it 
leaves  the  ureteropelvic  junction,  will  be 
pushed  upward  and  inward  and  assumes  a 
rectangular  distortion  as  in  Fig.  39. 

A word  should  be  said  about  the  congenital 
absence  of  calyces.  Fig.  41  is  the  urogram  of 
a female  adult.  A yearly  program  for  ten 
years  revealed  the  same  picture.  This  could 
have  been  interpreted  as  a distortion  of  the 
renal  pelvis  by  a renal  tumor.  Repeated  uro- 
grams disproved  this  idea. 


Fig.  36.  Pyeloureterogram.  Invasions  of  the  renal 
pelvis  by  a hypernephroid  carcinoma. 


Fig.  37.  Pyeloureterogram.  Invasions  of  the  renal 
pelvis  by  a hypernephroid  carcinoma. 


Fig.  38.  Pyeloureterogram.  Invasions  of  the  renal 
pelvis  by  a hypernephroid  carcinoma. 


Fig.  39.  Pyeloureterogram.  Medial  displacement 
of  the  upper  ureter  caused  by  a tumor  of 
the  lower  pole  of  the  kidney. 

One  must  keep  in  mind  the  renal  tumor 
which  completely  invades  the  kidney  and 
obstructs  the  ureter.  Fig.  42  is  the  picture  of 
such  a kidney.  The  presenting  symptom  was 
a ureteral  colic.  The  preoperative  diagnosis 
was  ureteral  stone  at  the  ureteropelvic  junc- 
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tion.  There  was  calcification  in  this  area, 
the  ureteral  catheter  met  an  obstruction  there 
and  the  pyelographic  medium  stopped  here 
upon  injection.  This  patient  lived  9 months 
after  nephrectomy.  She  died  of  a large  local 
recurrent  renal  tumor. 


Fig.  41.  Pyeloureterogram.  Congenital  absence  of 
the  lower  calyx.  No  change  in  the  form 
during  a ten  year  interval. 

Fig.  43  is  the  urogram  of  a female  adult 
whose  left  kidney  was  movable  and  tender. 
It  was  planned  to  do  a nephrectomy.  When 
the  kidney  was  exposed,  a tumor  of  the  lower 
pole  was  found.  Fig.  44  is  a picture  of  this 
tumor.  She  is  alive  after  3 years. 

On  the  other  hand.  Figs.  45  and  46  are  the 
pyelograms  of  a male  adult  who  was  bleed- 
ing from  the  right  kidney.  A preoperative 
diagnosis  of  renal  tumor  was  made.  Exposure 
of  the  kidney  revealed  ptosis  and  rotation  and 
no  evidence  of  new  growth.  A nephro-ureter- 
olysis  and  nephropexy  were  done.  Figs.  47 
and  48  are  postoperative  pyelograms  which 
were  taken  6 months  later. 

Extrarenal  growths  will  produce  encroach- 
ment on  the  renal  pelvis  and  calices  to  sim- 


ulate new  growth.  Fig.  50  is  the  pyelogram 
produced  by  a retroperitoneal  fibroma.  Fig. 
51  is  the  pyelogram  produced  by  a carcinoma 
of  the  left  adrenal  gland. 


Fig.  42.  Gross  specimen.  Tumor  has  invaded  all  of 
the  kidney  and  has  obstructed  the  ureter. 


Fig.  43.  Apparently  normal  urogram  of  a left  kid- 
ney which  did  contain  a hypernephroid 
carcinoma. 
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Fig.  44.  Gross  specimen  (same  as  figure  43). 


Fig.  45.  Pyeloureterogram.  A bloody  afflux  was 
noted  from  the  right  ureteral  orifice. 

Papanicolaou  believes  that  the  smear  test 
in  urological  cancer  diagnosis  of  the  urinary- 
tract  can  be  commended  as  a morphologically 
sound  and  dependable  laboratory  procedure 
which  complements  and  corroborates  other 
means  of  diagnosis  and  also  helps  in  recog- 
nizing early  or  hidden  malignant  lesions. 
Schmidlapp  and  Marshall  believe  that  Pa- 
panicolaou’s technique  has  great  merit.  They 
believe  a trained  technician,  a pathologist  with 


vast  experience  and  a large  series  of  patients 
are  requisite  for  the  method  to  have  merit. 
Chute  and  Williams  emphasize  repeated  ex- 
aminations of  urine  in  order  to  improve  the 
accuracy  of  the  method.  There  is  no  doubt 
that  the  Papanicolaou  stain  will  diagnose 
the  occasional  case  of  renal  tumor  very  early. 
However,  the  false  positive  diagnoses  run  as 
high  as  12  per  cent  due  to  the  confusing 
normal  cell  from  the  collecting  tubule  of  the 
kidney.  Many  workers  believe  this  method 
of  recognizing  tumors  in  the  kidney  has 


Fig.  46.  Upright  position.  Same  patient  as  figure  45. 


Fig.  47.  Pyeloureterogram.  Same  patient  as  figure 
45  following  the  nephropexy. 
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Fig.  48.  Upright  position.  Same  patient  as  figure  45 
following  the  nephropexy. 

flunked  out  and  they  have  discontinued  its 
use. 

The  method  used  by  us  is  the  following.  A 
full  test  tube  of  urine  is  caught  from  the  sus- 
pected kidney  by  cystoscopic  means.  This 
urine  is  centrifuged  at  moderately  high  speed 
for  5 minutes.  The  sediment  is  imbedded  in 
a parraffin  block  and  microscopical  sections 
are  stained  and  studied  for  pathological  cells 


Fig.  50.  An  extrarenal  neoplasm  simulates  a renal 
tumor. 


Fig.  51.  An  adrenal  carcinoma  simulates  a renal 
tumor. 

and  bacteria.  We  believe  this  procedure  is 
better  than  the  Papanicolaou  stain  for  find- 
ing tumor  cells  from  renal  tumors. 

Tumors  of  the  renal  pelvis  comprise  10  to 
12  per  cent  of  all  renal  tumors.  These  tumors 
are  either  papillary,  squamous  cell  or  adeno- 
carcinoma. The  latter  is  quite  rare.  The  most 
common  of  the  renal  pelvis  is  the  papillary 
carcinoma.  Approximately  52  per  cent  of  the 
non-infiltrating  papillary  carcinomata  are 
well  after  5 years.  Less  than  16  per  cent  of 
the  infiltrating  carcinomata  are  well  after 
5 years.  These  tumors  are  similar  to  the  pa- 
pillary tumors  of  the  urinary  bladder.  They 
have  a marked  tendency  to  spread  on  the  sur- 
face of  the  mucosa.  This  spread  is  either  by 
implantation  or  by  concentric  appearance  of 
new  tumors.  This  tendency  to  spread  makes 
it  imperative  that  such  tumors  be  removed 
without  opening  into  the  renal  pelvis  and  that 
the  entire  ureter  with  a cuff  of  the  bladder 
be  removed  also.  Bladder  tumors  may  ap- 
pear at  a later  date  and  must  be  kept  in  mind 
when  one  has  removed  a papillary  carcinoma 
of  the  renal  pelvis. 

The  usual  most  common  first  symptom  of 
these  tumors  is  a painless  hematuria.  The 
hematuria  is  commonly  more  frequent  and 
profuse  than  the  bleeding  from  lesions  in  the 
lower  urinary  tract. 

Hematuria  can  be  very  confusing,  especially 
in  the  older  age  groups.  Fig.  52  shows  the 
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bilateral  urograms  of  a 72  year  old  male  who 
was  admitted  to  the  hospital  in  acute  urinary 
retention  and  a history  of  two  episodes  of 
painless  hematuria.  He  had  a succulent  ob- 
structive prostate  gland  which  bled  very 
easily  during  instrumentation.  Transurethral 
revision  of  his  benign  bladder  neck  obstruc- 
tion was  done.  This  intravenous  urogram 
was  made  two  days  before  his  discharge  from 
the  hospital.  The  filling  defect  in  the  right 
renal  pelvis  is  distinct.  He  was  readmitted 
to  the  hospital  in  one  month  and  the  retro- 
grade pyelogram  of  this  right  kidney  showed 
a persistent  filling  defect.  Fig.  54  is  a picture 
of  the  removed  kidney  and  ureter. 

Many  papillary  carcinomata  of  the  renal 
pelvis  elude  diagnosis  for  a long  time  because 
the  patient’s  symptoms  are  entirely  vesical 
due  to  the  simultaneous  occurrence  of  tumors 
in  the  urinary  bladder.  Fig.  59  is  the  uretero- 
pyelogram  of  an  81  year  old  female.  She  had 
had  many  bladder  tumors  fulgurated  over  a 
13  year  period.  A tumor  was  finally  seen  to 
extrude  from  the  left  ureteral  orifice  and  a 
mass  was  palpated  in  the  left  renal  area. 
Fig.  61  shows  the  papillary  structure  of  this 
tumor.  It  might  be  argued  that  the  tumors 
of  the  renal  pelvis  and  ureter  were  reflux 
transplant  tumors  or  that  whatever  caused 
the  tumors  to  grow  from  the  mucosa  of  the 
bladder,  also  caused  them  to  grow  later  from 


Fig.  52.  Intravenous  pyelogram  demonstrates  a fill- 
ing defect  of  the  right  renal  pelvis.  Papil- 
lary carcinoma  of  the  renal  pelvis. 
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Fig.  54.  Gross  specimen.  (Same  patients  as  Fig.  52). 

Papillary  carcinoma. 

the  mucosa  of  the  renal  pelvis  and  ureter, 
urinary  bladder  tumors. 

In  all  recurrent  vesical  papillomata,  the 
possibility  of  upper  urinary  tract  papillomata 
should  be  remembered.  Many  omissions  of 
diagnosis  can  be  obviated  by  obtaining  in- 
travenous urograms  of  all  patients  who  have 
urinary  bladder  tumors. 

There  is  very  little  in  the  physical  findings 
to  aid  in  the  diagnosis  of  tumors  of  the  renal 
pelvis.  The  history  may  be  suggestive. 

Cystoscopy,  if  done  when  the  patient  is 
bleeding,  will  localize  the  side  from  which 


Fig.  59.  Pyeloureterogram  showing  the  ureteral 
tumor. 
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the  blood  comes.  Once  in  a while,  a tumor 
will  be  seen  to  protrude  from  the  ureteral 
orifice. 

Ureteropyelograms  may  show  a varying 
degree  of  hydronephrosis  with  no  real  cause. 
Filling  defects  may  be  seen  in  a calyx  or  in 
the  renal  pelvis.  One  must  caution  that  blood 
clots  in  a renal  pelvis  make  filling  defects 
which  are  easily  confused  with  filling  de- 
fects made  by  tumors  of  the  renal  pelvis.  Fig. 
63  shows  a filling  defect  in  the  renal  pelvis 
which  was  called  a tumor  of  the  kidney  pel- 
vis. This  kidney  was  removed  and  contained 
no  tumor.  The  filling  defect  was  due  to  blood 
clots  from  a focal  nephritis.  Fig.  64  depicts 
a filling  defect  of  the  renal  pelvis.  The  kidney 
was  removed  and  no  tumor  was  found.  The 


rig.  61.  Photomicrograph.  Papillary  carcinoma  of 
renal  pelvis  and  ureter  (same  patient  as 
Fig.  59). 

pelvis  contained  blood  clots  from  a papillitis. 
Unless  the  pyelograms  depicts  definitely  the 
filling  defect  of  a tumor,  it  is  best  to  repeat 
the  pyelograms  as  many  times  as  is  necessary 
to  obtain  reliable  diagnostic  information. 

Other  renal  pathology  will  confuse  the 
clinician  who  is  trying  to  unravel  the  cause 
of  hematuria.  Non-opaque  calculi,  will 
make  a filling  defect  which  is  difficult  to  dif- 
ferentiate from  a tumor  of  the  renal  pelvis. 

Renal  function  tests  may  show  a marked 
impairment  of  the  tumor  bearing  kidney  due 


Fig.  63.  Pyeloureterogram.  Blood  clot  in  the  renal 
pelvis  simulates  a pelvic  tumor. 

to  the  damage  from  the  intermittent  hydro- 
nephrosis. 

The  third  group  of  renal  pelvis  tumors, 
squamous  cell  epithelioma,  is  not  common. 
It  produces  all  the  symptoms  of  papillary 
tumors  of  the  renal  pelvis.  They  arise  from 
the  mucous  membrane  of  the  renal  pelvis  and 
quickly  invade  the  substance  of  the  kidney 
and  adjacent  tissue  of  the  renal  pelvis.  The 
prognosis  for  these  tumors  is  very  bad.  They 
usually  recur  in  the  wound.  Fig.  68  is  the 
pyelogram  of  such  a tumor.  This  patient  had 
pre  and  postoperative  X-ray  therapy.  The 
tumor  was  very  radioresistant.  This  patient 
died  6 weeks  after  surgery. 

Metastatic  tumors  of  the  kidney  do  occur. 
These  renal  tumors  are  not  usually  suspected. 
The  primary  lesion  holds  the  attention  of  the 
diagnostic  and  therapeutic  procedures. 

One  should  always  keep  in  mind  that  can- 
cer of  the  kidney  can  occur  with  stone,  tuber- 
culosis, polycystic  disease,  pyonephrosis  and 
other  pathological  entities  of  the  kidney. 

Since  there  are  so  many  diagnostic  difficul- 
ties in  renal  tumors,  it  is  occasionally  just- 
ified to  explore  a kidney  as  a part  of  the 
diagnosis.  It  is  much  better  to  explore  and 
find  a normal  kidney  than  to  leave  a mali- 
gnant lesion  thru  inertia. 
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Fig.  €4.  Pyeloureterogram.  Blood  clot  in  the  renal 
pelvis  simulates  a pelvic  tumor. 

The  treatment  of  primary  renal  tumors  is 
nephrectomy.  Spinal  anesthesia  affords  ex- 
cellent relaxation  and  is  usually  sufficient. 
Renal  tumors  can  be  removed,  for  the  most 
part,  thru  a retroperitoneal  lumbar  route.  The 
transperitoneal  route  can  be  used  to  remove 
renal  tumors  but  most  surgeons  use  this 
route  very  little  or  not  at  all.  It  is  highly 
recommended  if  there  is  any  preoperative 
evidence  of  renal  vein  involvement.  As  much 
perirenal  fat  and  as  many  palpable  glands  as 
possible  should  be  removed.  When  one  is 
operating  a solid  tumor  of  the  kidney,  one 
removes  as  much  of  the  ureter  as  one  can 
easily  get.  However,  when  renal  pelvic 
tumors  are  being  removed,  it  is  mandatory 
to  remove  all  of  the  ureter  with  a cuff  of  the 
urinary  bladder.  This  is  best  done  thru  a 
second  midline  suprapubic  incision.  The  use 
of  pre  and  postoperative  roentgen  therapy 
may  have  value. 

In  our  experience  the  real  value  lies  in 
the  preoperative  roentgen  treatment  of  large 
renal  tumors.  The  large  tumors  will  usually 
shrink  in  size  to  become  more  operable.  We 
have  not  found  that  such  roentgen  therapy 
makes  a more  difficult  nephrectomy. 

Braasch  and  Griffin  believe  that  evidence 
of  calcification  in  renal  tumors  is  a favorable 
indication  and  points  to  a better  prognosis. 


Fig.  68.  Pyeloureterogram.  Hydronephrosis  caused 
by  a squamous  cell  carcinoma  of  the  renal 
pelvis. 

Cahill  and  Melicow  have  had  an  opposite  ex- 
perience and  state  that  calcification  in  a renal 
tumor  has  no  bearing  on  prognosis.  We  are 
inclined  to  agree  with  the  latter  workers. 

In  summary,  tumors  of  the  kidney  offer 
such  a poor  prognosis  by  the  present  means 
of  diagnosis  and  treatment,  that  all  of  us 
should  try  to  make  earlier  diagnosis  and  in- 
stitute earlier  surgical  management  of  these 
tumors. 


MINUTES 

EXECUTIVE  COMMITTEE  MEETING 
HURON.  DEC.  19.  1951 

Meeting  called  to  order  at  3:15  P.  M., 
present  were  President-elect  Jernstrom,  Sec- 
retary Pankow,  Council  Chairman  Van  De- 
mark, Speaker  Peeke,  Councilors  Reding  and 
Buchanan,  and  Executive-Secretary  Foster. 

Pankow  moved  appropriation  of  $35.00  to 
help  cover  expenses  of  S.  D.  Medical  School 
Student  to  Student  AMA  meeting  in  Chicago 
Dec.  19.  Seconded  by  Buchanan  and  passed. 

A request  was  read  from  the  State  Civil 
Defense  office  asking  suggestions  for  a re- 
placement for  Dr.  Donald  Slaughter  on  the 
defense  council.  Drs.  Wayne  Geib,  Rapid 
City;  M.  R.  Gelber,  Aberdeen;  and  T.  J.  Bil- 
lion, Jr.,  Sioux  Falls  were  recommended. 

(Continued  on  Page  20) 
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Malignancies  of  the  Female  Genital  Tract 

J.  H.  Randall,  M.D.,  Iowa  City,  Iowa 
(From  the  Department  of  Obstetrics  and  Gynecology,  University  of  Iowa) 


The  most  common  malignant  tumor  arising 
from  the  female  genital  tract  is  uterine  car- 
cinoma. Eighty  percent  of  uterine  cancers  are 
cervical  in  origin  and  20  percent  begin  in  the 
endometrial  cavity. 

It  has  become  established  that  most  cer- 
vical cancers  start  as  superficial  lesions  in 
the  squamous  epithelial  layer  in  the  region 
of  the  external  cervical  os,  and  do  not  become 
invasive  tumors  for  one  or  more  years.  These 
non-invasive  or  intra-epithelial  carcinomas 
produce  no  characteristic  gross  changes  in  the 
cervix  and  give  rise  to  no  symptoms.  They 
can  only  be  diagnosed  by  a careful  micro- 
scopic examination  of  an  adequate  biopsy. 
Cancer  cells  are  exfoliated  from  the  surface 
of  these  early  lesions  into  the  vaginal  dis- 
charge and  they  can  be  detected  in  properly 
prepared  and  stained  cytologic  smears.  A 
positive  smear  indicates  that  abnormal  cells 
are  present  and  it  should  alert  the  physician 
to  make  a careful  search  for  the  origin  of  the 
malignant  cells  by  taking  a biopsy  at  the 
squamo-columnar  junction.  Staining  the 
portio  of  the  cervix  with  an  aqueous  iodine 
solution  (Schiller’s  test)  will  often  aid  in 
selecting  a suitable  area  for  biopsy.  Cytologic 
smears  have  their  greatest  use  in  screening 
large  numbers  of  the  population  for  evidences 
of  genital  cancer. 

After  a few  years  the  early  superficial  or 
intra-epithelial  carcinoma  becomes  an  in- 
vasive cancer.  It  begins  to  produce  a change 
in  the  gross  appearance  of  the  cervix  and  is 
recognized  by  a reddish  area  which  bleeds 
readily  on  sponging.  These  early  invasive 
cancers  are  not  likely  to  produce  symptoms 
and  can  only  be  discovered  by  making  routine 
periodic  examinations  in  women.  Any  red- 
dish area  in  the  region  of  the  external  cer- 
vical os  should  be  regarded  as  suspicous  for 
carcinoma.  A biopsy  of  such  areas  is  absolutely 
necessary  to  differentiate  a malignant  lesion 
from  a benign  ulceration,  eversion,  or  ero- 
sion. 


Unfortunately,  most  cervical  cancers  are 
fairly  well  advanced  before  they  begin  to  pro- 
duce symptoms.  The  common  symptoms 
which  bring  the  patient  to  the  doctor  are 
irregular  vaginal  bleeding  and  discharge. 
About  75  percent  of  patients  will  complain 
of  bleeding  as  the  first  symptom  and  20  per- 
cent of  a non-bloody  leucorrheal  discharge. 
Carcinoma  of  the  cervix  is  rarely  seen  be- 
fore 20,  but  increases  in  frequency  after  this 
age,  and  becomes  most  common  in  the  age 
group  40  to  50.  Any  woman  over  the  age  of 
20  years  who  has  irregular  vaginal  bleeding, 
deserves  a careful  pelvic  examination.  A cer- 
vical cancer  producing  symptoms  can  be  seen 
and  palpated,  if  only  the  doctor  will  do  a care- 
ful pelvic  examination.  Forty  percent  of  pa- 
tients, complaining  of  postmenopausal  bleed- 
ing, have  cervical  carcinoma.  Continuous  or 
sudden  severe  vaginal  bleeding  is  often  caused 
by  advanced  cervical  carcinomas. 

The  treatment  of  cervical  cancer  is  largely 
irradiation  therapy  and  should  be  given  in 
centers  properly  equipped  to  give  radium  and 
deep  x-ray  therapy.  Most  clinics  prefer  to 
treat  the  local  lesion  with  intra-cavitary 
radium  and  the  spread  into  the  parametria 
and  regional  lymphatics  with  deep  x-ray 
therapy.  The  patient  is  usually  started  on 
x-radiation  and  sometime  during  its  course 
or  soon  after  its  completion  radium  is  applied 
to  the  cervix.  Preliminary  x-ray  therapy 
helps  to  melt  down  the  local  lesion,  reduces 
infection  and  hemorrhage,  and  thus,  makes 
radium  application  easier,  safer,  and  more 
effective.  X-ray  therapy  is  usually  given 
over  6 to  8 ports  in  sufficient  dosage  so  that 
each  parametrium  will  receive  3,500  to  4,000 
roentgen  units.  The  local  lesion  should  re- 
ceive 6,000  to  7,500  mgm.  hours  of  radium  and 
often  the  total  dosage  is  divided  into  2 or  3 
treatments  one  week  apart.  Irradiation 
sho'uld  be  pushed  to  the  maximal  tolerance 
and  in  so  doing  there  are  many  unpleasant 
effects,  such  as  irritation  of  the  skin  and  in- 
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testinal  tract,  from  which  the  patient  usually 
completely  recovers. 

The  absolute  five-year  survivals  from  inten- 
sive irradiation  in  our  institution  has  reached 
an  over-all  figure  of  40  percent.''  The  most  im- 
portant factor  in  end-results  is  the  stage  of 
the  disease  when  treatment  is  started.  Eighty 
percent  of  Stage  I cases  will  be  free  of  can- 
cer after  5 years  but  only  20  to  30  percent  of 
patients  with  Stage  III  carcinoma.  The  micro- 
scopic picture  of  the  tumor  has  little  effect 
upon  the  salvage.  The  presence  of  infection 
in  the  cancer,  the  tendency  to  produce  an  in- 
verting type  of  growth,  and  the  younger  the 
patient  are  factors  which  adversely  effect  the 
end-results. 

In  recent  years  there  has  been  an  increased 
tendency  for  a few  clinics  to  employ  the 
Wertheim  hysterectomy  in  selected  early 
cases.  It  should  be  emphasized  that  the  only 
operation  sufficiently  radical  enough  for  the 
treatment  of  cervical  cancer  is  the  Wertheim 
abdominal  hysterectomy  which  involves  the 
removal  of  half  the  vagina,  the  entire  uterus, 
both  tubes  and  ovaries,  a wide  portion  of  the 
parametrial  tissues  on  each  side,  and  all  of 
the  regional  lymphatics.  Simple  hysterec- 
tomy even  if  followed  by  irradiation  is  totally 
inadequate  for  the  treatment  of  cervical  car- 
cinoma. In  the  future,  surgery  will  probably 
only  be  employed  in  early  cases  in  whom  the 
local  lesion  proves  resistant  to  irradiation,  in 
those  patients  having  large  fibroids  or  ovarian 
tumors,  in  some  who  have  a pregnancy  com- 
plicated by  cervical  carcinoma,  and  in  those 
who  have  a constriction  of  the  vagina  pre- 
venting application  of  radium. 

The  end-results  of  therapy  for  cervical  can- 
cer can  only  be  appreciably  improved  by  in- 
creasing the  number  of  early  cases.  This 
means  that  patients  will  have  to  come  to  phys- 
icians soon  after  the  beginning  of  symptoms, 
or  better  still  to  come  for  periodic  examina- 
tions before  there  is  a symptom  producing 
cancer.  The  physician  should  insist  upon  a 
thorough  pelvic  examination  when  symptoms 
are  suggestive  of  uterine  carcinoma  and 
should  encourage  patients  to  be  examined 
periodically  for  the  detection  of  symptomless 
cancer.  The  cervical  cancer  problem  cannot 
be  solved  by  improving  existing  methods  of 
therapy  but  can  be  overcome  by  a thorough 
and  conscientious  search  for  early  cancer  on 
the  part  of  both  physician  and  patient. 


Carcinoma  of  the  endometrium  is  about 
one-fourth  as  common  as  cervical  cancer.  It 
is  an  adenocarcinoma  and  starts  well  up  in 
the  uterine  cavity.  It  remains  a localized 
growth  for  a considerable  length  of  time  and 
for  that  reason  is  more  amenable  to  treatment 
than  cervical  cancer.  It  is  not  often  seen  be- 
fore the  age  of  40  and  reaches  its  peak  of  in- 
cidence between  the  ages  of  50  and  60.  About 
80  percent  of  the  cases  occur  after  the  meno- 
pause but  it  is  a less  common  cause  of  post- 
menopausal bleeding  than  cervical  carcinoma. 

The  most  important  and  the  only  common 
symptom  is  irregular  vaginal  bleeding.  Any 
patient  40  years  of  age  or  older  who  has  ab- 
normal bleeding  should  be  thoroughly  ex- 
amined and  if  she  doesn’t  have  carcinoma  of 
the  lower  genital  tract  she  should  have  a diag- 
nostic curettage.  Bleeding  should  never  be 
ascribed  to  a benign  cause,  such  as  a cervical 
polyp,  until  curettement  has  ruled  out  en- 
dometrial carcinoma.  Curettement  when 
done  thoroughly  and  systematically  is  very 
effective  in  revealing  endometrial  cancer. 

The  treatment  of  endometrial  carcinoma  is 
a combination  of  irradiation  and  surgery. 
Most  clinics  employ  irradiation  pre-opera- 
tively  and  prefer  intra-uterine  radium  to  x- 
ray  therapy.  Multiple  foci  of  radium  packed 
into  the  uterine  cavity  are  preferable  to 
tandem  applications.  Six  weeks  later,  an  ab- 
dominal total  hysterectomy  with  bilateral 
salpingo-ooporectomy  is  done  with  as  little 
trauma  to  the  uterus  as  possible.  This  type 
of  therapy  will  yield  80  percent  five-year  sur- 
vivals as  contrasted  with  50  to  60  percent 
when  hysterectomy  or  irradiation  are  em- 
ployed alone. 2 The  histologically  more  ma- 
ture carcinomas  and  those  localized  to  the  en- 
dometrial cavity  have  the  best  prognosis. 

Carcinoma  of  the  ovary  is  less  common  than 
endometrial  carcinoma  but  certainly  more 
dangerous  and  less  amenable  to  treatment. 
The  first  but  often  late  symptoms  are  ab- 
dominal enlargement  and  pain.  The  appear- 
ance of  a lower  abdominal  or  pelvic  mass, 
especially  after  the  menopause,  the  presence 
of  ascites  with  omental  or  cul-de-sac  nodules 
should  make  one  suspicious  of  ovarian  car- 
cinoma. 

The  treatment  of  ovarian  carcinoma  is 
bilateral  salpingo-oophorectomy  with  re- 
moval of  the  uterus.  In  the  case  of  certain 
special  tumors  such  as  dysgerminoma,  granu- 
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losal  cell  carcinoma  and  arrhenoblastoma, 
only  the  involved  ovary  should  he  removed 
in  patients  under  the  age  40  if  there  is  no 
evidence  that  the  malignancy  has  spread  be- 
yond the  capsule. 

Deep  x-ray  therapy  should  be  given  post- 
operatively  to  all  patients  operated  upon  for 
ovarian  carcinoma.  It  definitely  increases  the 
five-year  survival  rate  when  the  ovarian 
malignant  tumor  is  adherent  or  has  invaded 
or  spread  to  surrounding  structures. 

The  five-year  survival  rate  for  ovarian  car- 
cinoma should  be  around  35  percent.  Those 
malignancies  which  have  arisen  in  previously 
benign  tumors,  such  as  the  cystadenocarcin- 
omas,  have  a better  prognosis  than  those  that 
are  primarily  carcinoma  from  the  beginning. 

Those  cases  with  abdominal  implants 
usually  have  considerable  ascites  and  are 
often  inoperable.  Deep  x-ray  therapy  will 
control  ascites  and  prolong  the  life  expec- 
tancy of  such  patients.  Colloidal  radio-active 
gold  injected  into  the  peritoneal  cavity  has 
proved  in  our  hands  to  be  effective  in  keeping 
down  the  accumulation  of  ascites  and  retard- 
ing the  growth  of  implants. 

Vulval  carcinoma  is  seen  chiefly  in  women 
beyond  the  menopause  and  usually  starts  in 
the  skin  of  the  clitoris  or  large  labia.  Many  of 
the  patients  have  had  leukoplakia  of  the 
vulva  with  pruritus  for  some  time  prior  to 
the  development  of  this  malignancy.  Patients 
with  considerable  leukoplakia  should  be  care- 
fully watched  for  evidences  of  malignancy 
and  many  should  be  treated  by  simple  vul- 
vectomy as  a prophylactic  measure  against 
carcinoma. 

Vulval  carcinoma  responds  poorly  to  irrad- 
iation and  should  be  treated  by  performing  a 
complete  vulvectomy,  and  later  removing  all 
of  the  regional  lymphatics  in  the  inguinal  and 
femoral  regions  on  each  side  and  along  the 
lateral  pelvic  walls. 

The  five-year  survivals  of  vulval  car- 
cinomas should  be  60  percent.  Some  carcin- 
omas arising  in  the  region  of  the  urethra  are 
best  treated  with  irradiation  using  deep  x- 
ray  therapy  for  the  spread  and  interstitial 
radium  in  small  foci  around  the  circum- 
ference of  the  urethra  for  the  local  lesion. 

Vaginal  carcinoma  is  uncommon  and  usual- 
ly starts  on  the  posterior  wall  in  the  upper 
third  of  the  vagina.  It  produces  a chnical 
picture  similar  to  that  of  cervical  cancer,  and 


should  be  treated  with  a combination  of  x- 
ray  and  radium  therapy. 

Sarcomas  of  the  female  genital  tract  usu- 
ally arise  in  the  body  of  the  uterus.  Those 
arising  in  intramural  fibroids  have  a better 
prognosis  than  those  which  develop  in  the 
endometrium  or  myometrium.  The  treatment 
is  essentially  total  hysterectomy  with  bilat- 
eral salpingo-oophorectomy.  Sarcomas  of  the 
genital  tract  as  well  as  those  arising  in  other 
portions  of  the  body  respond  poorly  to  irra- 
diation. 

Since  the  most  common  malignancies  of  the 
female  genital  tract  are  uterine  or  ovarian  in 
origin,  our  efforts  should  be  directed  toward 
early  recognition  of  cancer  in  these  organs. 
Patients  beyond  the  age  of  30  should  be  en- 
couraged to  have  periodic  pelvic  examina- 
tions. All  suspicious  lesions  on  the  cervix 
should  be  biopsied.  Women,  beyond  the  age 
of  40,  having  irregular  vaginal  bleeding, 
should  have  a diagnotic  curettage,  if  examin- 
ation reveals  no  malignancy  in  the  lower  gen- 
ital tract.  Any  ovarian  tumor  the  size  of  an 
orange  or  larger  is  usually  neoplastic  and 
should  be  removed. 

Read  at  the  seventieth  annual  meeting  of  the 
South  Dakota  State  Medical  Association,  Aberdeen, 
June. 
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EXECUTIVE  MEETING— 

(Continued  from  Page  17) 

The  date  for  the  January  council  meeting 
was  set  for  the  20th. 

The  committee  voted  by  acclamation  not 
to  promote  “medicine  of  the  Year”  through 
the  Journal. 

Reding  brought  up  the  matter  of  an  appro- 
priation to  support  the  Auxiliary  news  letter. 
2nd  by  Peeke  and  carried. 

Discussed  request  of  nurses  association  for 
an  appropriation  of  $100  for  nurse  recruit- 
ment. Referred  to  the  council  with  the  re- 
quest that  a nurse  representative  be  present 
to  discuss  recruitment  plans. 

Mr.  Larry  Rember  of  AMA  Public  Depart- 
ment discussed  PR  problems. 

Adjourned  on  motion  at  6:30  P.  M. 
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VIEWS  ON  THE  NEW  YEAR 


We  are  starting  on  a New  Year  and  most  of  us  have 
made  some  New  Years  Resolutions.  Some  of  us  will  make 
pledges  of  temperance  and  I hope  we  all  keep  that  one.  Not 
alone  temperance  in  the  use  of  alcohol  but  temperance  in 
speech,  temperance  in  eating  and  temperance  in  action.  Per- 
haps I should  leave  this  to  our  friends  the  clergy  but  we 
originally  were  of  the  priesthood  and  our  pride  in  our  an- 
cestry should  discourage  us  to  hold  ourselves  above  suspicion 
and  censure.  Pride  in  ancestry  seems  not  to  be  a popular 
thing  at  this  time.  The  reformers  advocate  destruction  of  the  fit  to  elevate  and  protect  the  un- 
fit. We  have  many  societies,  movements,  projects  etc.,  to  protect  the  incompetent,  the  criminal 
but  none  to  protect  the  hard  working,  the  saving  or  the  intelligent.  It’s  very  popular  to  attack 
the  haves  to  give  to  the  have  nots. 

The  annual  elections  of  officers  have  occurred  in  most  of  the  Districts  and  if  not  they 
should  occur  in  plenty  of  time  so  the  delegates  can  be  instructed  as  to  the  desires  of  the  mem- 
bership. Some  of  the  Districts  may  not  have  constitutions  and  by-laws  but  they  should.  I have 
a copy  of  the  Aberdeen  District  Constitution  and  by-laws  and  it  seems  to  be  a just  and  equit- 
able one.  I believe  if  you  write  to  Dr.  Mayer  of  Aberdeen  you  may  obtain  a copy  which  you 
can  use. 

This  is  an  election  year  and  we  should  be  interested  in  the  selection  of  good  men  to  serve 
in  our  State  and  National  Legislative  Bodies.  Don’t  wait  until  the  slate  is  picked  but  get  in- 
terested now.  You  occupy  a position  of  prominence  and  have  many  friends,  you  can  wield 
power  if  you  utilize  it.  But  be  temperate.  The  advocates  of  socialization  will  be  at  work  and  the 
publicity  agents  will  be  writing  and  talking  and  you  will  hear  lots  of  bunk.  Many  promises 
to  the  voters  of  something  for  nothing.  The  talks  of  Taft  and  Byrd  were  good  ones. 

I hope  you  all  have  something  left  after  the  January  15th  report  to  the  Collector  of  Inter- 
nal Revenue.  Now  you  will  appreciate  the  value  of  good  records  of  income  and  expense,  espec- 
ially expenses.  After  the  investigations  of  the  Federal  Collectors  of  Internal  Revenue  you  may 
expect  a close  scrutiny  of  your  returns.  The  heat  has  been  on  them  and  they  will  certainly  pass 
it  along. 

The  annual  meeting  will  take  place  in  May  at  Sioux  Falls  and  we  hope  to  have  a good  one. 
Sioux  Falls  is  noted  for  its  hospitality  and  you  should  plan  to  attend.  I especially  request  that 
all  committees  have  their  meetings  and  prepare  reports  and  not  wait  until  the  last  moment. 

The  question  of  a registration  fee  will  be  brought  up  at  the  Council  Meeting.  This  is  to 
cover  the  cost  of  the  annual  meeting.  It  has  been  mentioned  at  several  meetings  I have  at- 
tended. It  should  be  discussed  in  the  districts. 

By  the  way  your  annual  dues  are  now  payable  and  help  your  secretary  by  giving  him  your 
check  now!  ! ! ! 
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ILLEGAL  PRACTITIONERS 

Every  once  in  a while  we  hear  of  the  State 
authorities  cracking  down  on  persons  il- 
legally practicing  medicine.  Unfortunately, 
this  happens  very  infrequently.  More  fre- 
quently, we  hear  of  illegal  practitioners  who 
continue  to  get  away  with  their  transgres- 
sions because  the  public  ...  or  the  medical 
profession  is  indifferent. 

If  illegal  practitioners  are  allowed  to 
flourish  in  South  Dakota,  the  word  will  get 
around  and  others  will  drift  in  from  near  by 
states.  This  is  something  that  the  medical 
profession  can  little  afford  to  have  happen 
both  from  a professional  and  an  economic 
standpoint. 

The  public,  when  it  notices  the  transgres- 
sions of  a quack  or  charlatan,  immediately 
feels  that  it  is  the  duty  of  the  medical  pro- 
fession to  expose  and  prosecute.  Actually,  the 
law  provides  that  certain  law-enforcement 
officials  shall  investigate  and  track  down  the 
wrong-doers,  but  with  the  public  clamoring 
for  action,  it  is  often  necessary  for  the  doctors 
to  get  something  started.  In  cases  where  the 
physician  has  information  of  illegal  prac- 
titioners, that  information  should  be  turned 
over  to  the  Board  of  Medical  and  Osteopathic 
Examiners  or  to  the  local  states  attorney.  The 
value  of  turning  it  over  to  the  Board  is  that 
it  is  a State  agency  and  may  be  able  to  start 
action  better  than  an  individual. 

The  editors  of  the  Journal  urge  every  phys- 
ician and  druggist  to  help  ferret  out  those 
who  would  grow  rich  by  illegal  practices  and 
by  criminal  activities. 


DUESERDUE 

Every  year  about  this  time,  the  various  Dis- 
trict Medical  Societies  start  sending  out  bills 
for  the  new  years  dues.  That  is  being  done 
now.  We  urge  every  member  to  pay  up  early 
so  that  no  misunderstandings  will  arise  at  a 
later  date. 


You  pay  your  local  and  state  dues  to  the 
local  district  and  after  they  have  been  re- 
ported to  the  state  secretary,  you  will  be 
billed  for  your  1952  AMA  dues. 

As  of  the  writing  of  this  piece  the  Madison- 
Brookings  District  had  reported  seventeen 
paid  members  for  1952  and  the  Rosebud  Dis- 
trict, two.  All  other  districts  are  yet  to  be 
heard  from. 


HURON  BLOOD  BANK 
SETS  "WALKING"  PLAN 

The  St.  Johns  Hospital  Blood  Bank  of 
Huron  has  instituted  a program  for  an  en- 
larged “walking  blood  bank.”  Some  450 
names  now  appear  on  the  donor  list  but  med- 
ical personnel  of  the  hospital  hope  to  double 
this  number. 

The  blood  bank  anticipates  the  blood  needs 
of  the  community.  It  keeps  on  hand,  at  the 
St.  John’s  Hospital,  a limited  supply  of  blood 
of  all  types  ready  for  immediate  issuance, 
twenty-four  hours  a day.  Nevertheless,  emer- 
gencies necessitate  a supply  of  blood  in  larger 
quantities  than  it  is  advisable  to  keep  in  the 
blood  bank  from  day  to  day.  A call  for  any 
amount  of  blood  of  any  type  is  met  immed- 
iately, therefore,  by  the  walking  blood  bank. 
Donors  are  instantly  summoned  through  the 
American  Red  Cross  facilities  to  the  hospital. 
There  are  now  450  donors  on  the  list. 

The  Beadle  County  Walking  Blood  Bank 
accomplishes  two  definite  purposes: 

1.  It  maintains  a small  supply  of  blood  of 
every  type  to  take  care  of  day-to-day  needs, 
and 

2.  It  provides  a means  of  supplying  a larger 
quantity  of  blood  to  meet  an  emergency. 


AREY  SPEAKS 

The  Aberdeen  District  Medical  So- 
ciety heard  a presentation  on  “Infant 
Feeding”  by  Dr.  Stuart  L.  Arey  of  Minn- 
eapolis at  its  regular  meeting  January  2. 
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SEVENTH  DISTRICT 

ELECTS  OFFICERS 

The  Seventh  District  Med- 
ical Society,  meeting  at  the 
Cottage  in  Sioux  Falls  at 
6:30  P.  M.,  December  4,  elec- 
ted Dr.  J.  V.  McGreovy.  Pres- 
ident; Dr.  T.  Billion.  Jr.,  Vice- 
President;  Dr.  Don  Manning, 
Secretary  and  Dr.  P.  Reagan, 
Treasurer. 

In  addition  to  the  annual 
business  meeting  and  election 
of  officers,  the  group  heard  a 
paper  on  “Abdominal  Emer- 
gencies” presented  by  Dr. 
John  Kirklin  of  the  Mayo 
Clinic. 


ABERDEEN  DISTRICT 
HEARS  TREATISE 
ON  VARICOSE  VEINS 

About  twenty-five  phys- 
icians attended  the  December 
dinner  meeting  of  the  Aber- 
deen District  Medical  Society 
meeting  in  the  Mexican 
Room  of  the  Sherman  Hotel 
Wednesday  evening,  Decem- 
ber 5th.  Dr  .Horrace  G.  Scolt, 
of  the  University  of  Minn- 
esota Medical  School,  gave  a 
very  interesting  talk  on, 
“Treatment  of  varicose 
veins,”  illustrated  with  lan- 
tern slides  and  movie  films. 
Dr.  D.  A.  Gregory  of  Mil- 
bank,  President  of  the  State 
Medical  Association,  made 
his  official  visit  to  the  Society 


and  Executive  Secretary, 
J.  C.  Foster  of  Sioux  Falls 
also  attended  the  meeting. 
Both  spoke  briefly. 

At  the  business  session  of- 
ficers for  1952  were  elected 
as  follows; 

President  — Dr.  E.  A. 
Rudolph.  Aberdeen. 

Vice-Pres.  — Dr.  B.  F. 
King,  Aberdeen. 

Sec.-Treas.  — Dr.  C.  L. 
Vogele,  Aberdeen  (reelected). 

Director  for  three  years  — 

Dr.  R.  G.  Mayer,  Aberdeen. 

Delegates  for  two  years  — 

Dr.  M.  R.  Gelber  and  Dr. 
F.  H.  Cooley  (both  Aberdeen). 

Alternate  delegates  — Dr. 

B.  F.  King.  Aberdeen;  Dr. 

C.  L.  Vogele,  Aberdeen. 

Dr.  Paul  Bunker  was  re- 
elected to  a term  of  three 
years  on  the  Board  of  Cen- 
sors. Dr.  J.  E.  Bruner,  Aber- 
deen and  Dr.  Paul  R.  Scallin 
of  Redfield  being  holdover 
members  of  the  Board  of 
Consors. 


BLACK  HILLS  DISTRICT 
HEARS  CASE  REPORTS 

The  Black  Hills  District 
Medical  Society  met  Decem- 
ber sixth  at  St.  Joseph’s  Hos- 
pital in  Deadwood  to  hear 
three  case  reports  and  a re- 
port on  medical  economics. 


The  report  on  medical  eco- 
nomics was  made  by  Dr.  Roy 
E.  Jernstrom,  president-elect 
of  the  State  Medical  Associa- 
tion. 

Dr.  J.  N.  Hamm,  Sturgis 
reported  on  cases  of  “Coron- 
ary Disease”  which  was  dis- 
cussed by  Dr.  A.  M.  Semones 
of  Lead.  Dr.  H.  J.  Borgmeyer, 
Spearfish,  reported  on  “Acute 
Trichinosis”  and  Dr.  W.  E. 
Jones  of  Sturgis  talked  on 
“Aneurism  of  Iliac  Artery.” 


NURSING  SCHOOL  SET 
AT  YANKTON  HOSPITAL 

The  Yankton  State  Hos- 
pital’s new  affiliate  school  of 
psychiatric  nursing  which 
recently  received  a con- 
ditional approval  from  the 
State  Board  of  Nursing  Ex- 
aminers, opened  for  business 
with  sixteen  students  on 
December  1. 

The  action  approving  the 
school  was  conditional  in 
view  of  the  fact  that  the 
school  has  not  been  tested  in 
operation.  A review  of  its 
program,  instructors,  etc.  will 
be  conducted  later  this  year 
to  determine  whether  it  will 
merit  permanent  approval. 

The  sixteen  nurses  will  be 
enrolled  for  a three  month 
course  in  psychiatric  nursing 
and  then  will  return  to  their 
home  schools  to  complete 
the  other  phases  of  their 
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nursing  training.  Up  until 
the  first  of  December,  it  was 
necessary  for  all  student 
nurses  to  spend  three  months 
training  in  neighboring 
states. 


I NEWS  NOTES 

Dr.  Walter  Hard  has  been 
named  Acting  Dean  of  the 
University  of  South  Dakota 
School  of  Medicine,  replacing 

Dr.  Donald  Slaughter. 

* * 

Dr.  LeRoy  Kaufman  is  now 

practicing  in  Freeman,  South 
Dakota,  coming  to  join  his 
brother  who  has  been  there 
for  the  past  four  years. 

❖ ;I?  ^ 

The  U.  S.  Public  Health 
Service  has  renewed  the 
grant  of  $4,400.00  to  Dr.  Earl 
B.  Scott  in  the  Department 
of  Anatomy  and  Dr.  Charles 
Schwartz  of  the  Department 
of  Biochemistry  at  SDU  for 
continuation  of  their  studies 
on  the  histological  effects  of 
amino  acid  deficiencies. 
These  workers  have  recently 
published  the  first  of  their 
studies  in  a comprehensive 
report  in  the  ANATOMICAL 
RECORD. 

^ ^ ^ 

First  1952  dues  to  the  State 
Association  were  reported 
from  the  Rosebud  and  the 
Brookings-Madison  Districts. 
Both  arrived  in  the  executive 
offices  on  December  24th. 

^ ^ ^ 

R.  E.  Driscoll,  Chairman  of 
the  Board  of  the  National 
Bank  of  the  Black  Hills  has 
been  named  chairman  of  the 
1952  Heart  Fund  Drive  which 

takes  place  in  February. 

* * 

Doctor  Amos  C.  Michael  of 

the  Department  of  Pathology 
of  Indiana  University  has 
joined  the  staff  of  the  Uni- 


versity of  South  Dakota  as 
Associate  Professor  in  Path- 
ology. 

^ ^ 

A.  L.  Amsberry,  M.D., 

Carthage  physician,  now  85 
years  of  age  was  hospitalized 
in  Mitchell  after  falling  on 
the  ice  and  fracturing  a hip. 
Dr.  Amsberry  has  practiced 
in  Carthage  since  1918. 

T.  B.  McManus,  M.D.,  has 

moved  from  Milbank  to  Wes- 
sington  Springs  where  he  has 
entered  practice  with  Dr. 

Roscoe  Dean. 


SIOUX  FALLS  DOCTOR 

WINS  SERVICE  AWARD 

Will  E.  Donahoe,  M.D., 
Sioux  Falls  pediatrician,  was 
named  as  the  recipient  of  the 
Sioux  Falls  Cosmopolitan 
Club’s  distinguished  award 
for  that  city  for  the  year  1951. 

In  presenting  the  award, 
the  clubs  twenty-third,  award 
chairman  Robert  Flint  said, 
“Among  his  greatest  contri- 
butions to  our  community 
have  been  those  to  the  Luth- 
eran House  of  Mercy,  South 
Dakota  Childrens  Home,  and 
the  Presentation  Children’s 
Home. 

He  has  served  for  years  on 
thd  staffs  of  these  institutions 
and  has  gone  there  on  call 
day  or  night  to  care  for  the 
children  when  they  needed 
him.  He  has  done  all  this 
work  for  nothing. 

He  never  misses  a Sunday 
visitation  to  the  Presentation 
Children’s  Home  unless  he  is 
out  of  town.  In  1950,  not  one 
of  the  86  children  at  the  home 
was  sick  in  bed  one  single 
day  all  year.” 

Dr.  Donahoe  is  a past 
chairman  of  the  Council  of 
the  South  Dakota  State  Med- 
ical Association. 


PH  CANCER  GRANT 
RENEWED  AT  SDU 

The  U.  S.  Public  Health 
Service  has  renewed  the  Can- 
cer Teaching  Grant  to  the 
University  of  South  Dakota 
School  of  Medicine  in  the 
amount  of  $5,000.00  for  an  ad- 
ditional year.  This  grant  per- 
mits the  opportunity  for  a co- 
ordinated teaching  program 
on  the  subject  of  oncology. 
Both  basic  and  clinical  as- 
pects of  the  disease  process 
are  considered  in  the  co- 
ordinated program. 

The  Department  of  Path- 
ology is  in  charge  of  the  pro- 
gram. 


EAST  RIVER  HOSPITAL 
FOR  CRIPPLED 
CHILDREN  ACCEPTING 
APPLICATIONS 

Judge  Tony  Halls,  presi- 
dent of  the  Board  of  Direc- 
tors of  the  East  River  Crip- 
pled Children’s  Hospital  and 
School,  announced  recently 
that  the  hospital  is  now  ac- 
cepting applications. 

Application  forms  for  ex- 
amination and  admission  of 
crippled  children,  together 
with  an  explanation  letter 
for  parents  are  available 
through  each  county  chair- 
man and  secretary  of  the 
South  Dakota  Society  for 
Crippled  Children,  or  directly 
from  the  school’s  temporary 
office  at  1723  S.  Minnesota 
Ave.  in  Sioux  Falls. 

The  new  building  has  a 
current  capacity  of  sixty 
children  and  will  be  in  opera- 
tion next  month.  Selection 
of  the  children  will  be  made 
by  special  examining  teams 
set  up  by  the  medical  ad- 
visory committee  which  was 
set  up  by  the  South  Dakota 
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State  Medical  Association. 

Although  a complete  regis- 
ter of  crippled  children  is 
maintained  by  the  State  De- 
partment of  Health  in  Pierre, 
the  names  and  addresses  are 
not  available  because  of  exis- 
ting regulations. 


V.A.  NIXES  ALKY 
FOR  OUT-PATIENTS 

Excerpts  from  a telegrahi 
from  Central  Office,  Wash- 
ington, D.  C.  dated  December 
18,  1951  reads  as  follows: 

“Existing  VA  regulations 
prohibit  prescribing  alcoholic 
beverages  for  outpatients  and 
this  restriction  extends  to 
prescribing  by  fee  basis  and 
designated  physicians.  With 
other  suitable  recognized 
therapeutic  agents  available 
whiskey  and  other  alcoholic 
beverages  are  not  considered 
appropriate  for  prescription 
order  outpatient  use.  Please 
instruct  all  fee  basis  phys- 
icians and  concerned  medical 
societies  or  intermediaries 
accordingly.  Pharmaceutical 
associations  being  advised 
not  to  accept  prescriptions 
for  alcoholic  beverages  after 
January  15,  1952.  Prescrip- 
tions accepted  in  good  faith 
and  filled  prior  to  that  date 
may  be  processed  for  pay- 
ment if  otherwise  in  order.” 


OB-GYN  CONFERENCE 

LISTS  BIG  SCHEDULE 

The  Fifth  American  Con- 
gress on  Obstetrics  and 
Gynecology  will  be  held  in 
Cincinnati,  Ohio,  March  31 
through  April  4,  1952,  at  the 
Motherland  Plaza  Hotel. 

Sponsored  by  the  Amer- 
ican Committee  on  Maternal 
Welfare,  the  Congress  will 
feature  a comprehensive  five- 
day  scientific  program  cover- 


ing the  medical,  nursing  and 
public  health  aspects  of  the 
maternal  care  team. 

More  than  100  obstetricians 
and/or  gynecologists  are  ex- 
pected to  take  part  in  the 
medical  program  of  papers, 
panels  and  discussions  which 
extends  throughout  the  week. 
In  addition  there  will  be 
twenty  participants  in  the 
two  public  health  meetings 
and  many  more  in  the  nurs- 
ing section.  There  also  will 
be  technical  and  scientific 
exhibits,  and  several  demon- 
strations of  special  interest. 

General  medical  meetings 
will  take  up  the  main  sub- 
jects of  dystocia,  sterility, 
urinary  incontinence,  uterine 
carcinoma,  obstetric  hem- 
orrhage, ovarian  tumors, 
toxemias,  and  fetal  wastage. 
Panels  of  four  physicians 
each  will  consider  complica- 
tions of  puerperium,  Rh  and 
Hr  sensitization,  maternal 
mortality,  lesions  of  the 
vulva,  endometriosis,  preg- 
nancy complicating  medical 
conditions,  uterine  bleeding, 
and  cesarean  section.  Discus- 
sions will  follow  each  pre- 
sentation. Arrangements 
have  been  made  for  sub- 
mittal of  written  questions, 
either  by  mail  or  at  the  Con- 
gress. 

The  medical  section  pro- 
gram is  headed  by  Dr.  Wood- 
ard D.  Beacham,  New  Or- 
leans, in  cooperation  with 
the  general  program  chair- 
man, Dr.  Nicholson  J.  East- 
man, Baltimore. 


CHICAGO  CLINICAL 
CONFERENCE 

The  Chnical  Conference 
which  has  been  established 
by  the  Chicago  Medical  So- 
ciety for  presentation  each 


spring,  offers  lectures  on 
many  aspects  of  medicine  to 
keep  doctors  abreast  of  the 
new  things  being  developed 
from  year  to  year.  Each  year 
the  Society  presents  some- 
thing of  special  interest  to 
those  attending.  It  will  be 
held  March  4,  5,  6,  7,  1952  in 
the  Palmer  House,  Chicago. 

The  year  1952  will  show  in 
response  to  popular  demand, 
an  increased  number  of 
demonstrations  or  work  shop 
periods  in  addition  to  the 
regular  series  of  lectures. 
These  demonstrations  include 
presentation  of  patients,  care- 
fully selected  scientific 
movies,  and  other  features 
interesting  from  an  educa- 
tional standpoint.  The  lec- 
tures are  on  subjects  of  in- 
terest to  both  the  general 
practitioner  and  the  specialist 
and  will  be  one  half  hour  in 
duration.  The  faculty,  which 
is  now  being  assembled,  will 
represent  outstanding 
teachers  of  the  medical 
world. 

The  scientific  and  technical 
exhibits  are  being  selected 
with  great  care.  The  scien- 
tific exhibits  will  represent 
visually  some  if  the  most  re- 
cent advances  in  medicine. 
The  technical  exhibits  are 
both  helpful  and  time-saving 
and  worthy  of  real  study.  To 
those  who  have  attended  pre- 
vious clinical  conferences,  the 
wealth  of  material  is  well- 
known. 

For  newcomers  to  this  ac- 
tivity of  a great  medical 
center,  it  will  be  an  oppor- 
tunity to  renew  old  acquaint- 
ances as  well  as  improving 
one’s  medical  outlook.  The 
Chicago  Medical  Society 
Clinical  Conference  should 
be  marked  on  every  phys- 
ician’s calendar  right  now. 
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The  completed  program  will 
be  available  shortly  and  will 
be  printed  in  our  Bulletin  or 
mailed  upon  request.  This 
meeting  has  earned  the  repu- 
tation of  being  one  of  the 
most  outstanding  medical 
conferences  in  the  country. 


VETERAN  S.  D. 

DOCTOR  DIES 

Dr.  A.  B.  Fleeger,  81,  Wil- 
low Lake’s  only  doctor,  died 
Saturday  in  a Huron  hospital 
after  a short  illness. 

Funeral  services  were  held 
from  the  Willow  Lake  Con- 
gregational church. 

Dr.  Fleeger  began  practice 
at  Cairo,  Mo.,  and  came  to 
South  Dakota  in  1907,  estab- 
lishing a practice  at  Belmont 
and  then  at  Parker.  In  1916 
he  moved  to  Carpenter  and 
a year  later  he  came  to  Wil- 
low Lake. 


REFRESHER  COURSES 
LISTED  BY  USPHS 

Nine  laboratory  refresher 
courses  covering  the  serology 
of  syphilis,  the  Treponema 
Pallidum  Immobilization 
Test  and  the  laboratory  diag- 
nosis of  venereal  disease  to  be 
conducted  at  the  Venereal 
Disease  Research  Laboratory 
in  Chamblee,  Georgia,  dur- 
ing 1952,  were  announced  by 
Dr.  Theodore  J.  Bauer,  Chief 
of  the  Public  Health  Service’s 
Division  of  Venereal  Disease. 

The  courses  start  in  Jan- 
uary and  are  open  to  senior 
technicians  and  to  laboratory 
directors  throughout  the 
United  States  and  the  Terri- 
tories who  are  presently  em- 
ployed in  the  field. 

Applications  for  these 
courses  must  be  approved  by 
the  State  Health  Officer  or 
State  Laboratory  Director  of 


the  Region  from  which  they 
are  sent  and  should  be  ad- 
dressed to:  Director,  Venereal 
Disease  Research  Laboratory, 
Division  of  Venereal  Disease, 
Box  185,  Chamblee,  Georgia. 

The  courses  are  an  import- 
ant part  of  the  control  pro- 
gram of  the  Division  of  Ven- 
ereal Disease  of  the  Public 
Health  Service,  Dr.  Bauer 
pointed  out,  since  they  serve 
to  promote  high  standards 
and  greater  efficiency  in  the 
performance  of  serologic  test- 
ing in  laboratories  through- 
out the  Nation. 


GENERAL  PRACTICE 
SCHOLARSHIP  FUND 
CREATED 

Recognizing  that  the  time 
has  come  for  extending  for- 
mal training  beyond  a one- 
year  internship  to  equip  the 
general  practitioner  for  his 
responsibilities,  the  Amer- 
ican Academy  of  General 
Practice  has  announced  an 
annual  scholarship  award  for 
outstanding  students. 

A $1,000  cash  award  will 
be  given  each  year  to  five 
selected  medical  graduates 
who  wish  to  pursue  a year  of 
residency  training,  following 
internship,  in  general  prac- 
tice. 

The  awards  wll  be  made 
by  the  Academy  from  a fund 
created  by  Mead  Johnson  and 
Company,  world’s  largest 
manufacturers  of  infant  nu- 
tritional products.  In  order  to 
get  the  scholarship  grant  into 
operation  in  1952,  interns  will 
be  chosen  from  five  selected 
hospitals  for  that  year’s 
award.  In  years  thereafter, 
selection  of  candidates  will 
be  made  by  deans  of  chosen 
medical  schools  from  their 
graduating  seniors. 


The  five  winners  and  alter- 
nates for  1952  will  be  an- 
nounced March  25  at  the 
Congress  of  Delegates  dinner 
during  the  Fourth  Annual 
Scientific  Assembly  of  the 
American  Academy  of  Gen- 
eral Practice  in  Atlantic  City. 

At  this  time,  the  names  of 
recipients  who  are  in  grad- 
uating classes  of  five  selec- 
ted medical  schools  and  who 
will  begin  their  residencies 
in  1953  following  their  in- 
ternship will  also  be  an- 
nounced. 

A Mead  Johnson  General 
Practice  Scholarship  Com- 
mittee has  been  created  by 
the  Academy  to  act  as  trus- 
tees of  the  fund.  Among  its 
duties  will  be  naming  an- 
nually the  five  medical 
schools  from  the  79  medical 
schools  in  the  United  States 
— each  to  submit  three  sen- 
iors elgible  for  the  award. 
The  committee  will  choose 
the  five  winners  and  name 
first  and  second  alternates. 
These  will  be  assigned  to  five 
hospitals  where  approved 
residencies  in  general  prac- 
tice are  available. 

The  committee,  headed  by 
chairman  Dr.  William  B. 
Hildebrand  of  Menasha,  Wis- 
consin, is  composed  of  family 
physicians  from  all  parts  of 
the  country.  It  includes  Drs. 
W.  H.  Anderson  of  Boonville, 
Miss.,  Mary  E.  Johnston  of 
Tazewell,  Va.,  and  others. 

The  offering  of  the  Mead 
Johnson  Scholarship  Award 
means  that  five  out  of  the  6,- 
000  medical  graduates  next 
year  will  be  assured  of  an 
additional  year’s  training  in 
general  practice.  Winners 
will  be  selected  on  the  basis 
of  scholarship,  professional 
aptitude,  and  fitness  for  gen- 
eral practice. 
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Annual  Clinical  Cpn^etence 

CHICAGO  MEDICAL  SOCIETY 

March  4-5-6-7,  1952  ...  ...  Palmer  House,  Chicago 

Special  Feature  of  the  1952  Conference  — DAILY  TEACHING  DEMONSTRA- 
TIONS. 

Thirty-four  outstanding  teachers  and  speakers  will  present  half-hour  lectures  on  subjects  of  interest 
to  both  general  practitioner  and  specialist. 

FOUR  PANELS  ON  TIMELY  TOPICS. 

Scientific  Exhibits  worthy  of  real  study  and  helpfjl  and  time-saving  exhibits. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should  be  a MUST 
on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at  the  Palmer 
House. 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  De  Walle,  Editor 


Pharmacy  of  Today  and  the 
American  Pharmaceutical  Association* 

By  Roy  L.  Sanford,  Vice-chairman  of  the 
American  Pharmaceutical  Association 


When  the  American  Pharmaceutical  Asso- 
ciation was  requested  to  send  its  President  or 
Secretary  to  be  on  this  program,  it  was  found 
that  both  of  those  gentlemen  had  prior  com- 
mittments and  since  the  Vice-Chairman  of 
the  Council  lived  in  closer  proximity  to  South 
Dakota,  (some  700  miles  south),  than  any 
other  member  of  the  Official  family  of  the 
Association,  the  very  pleasant  duty  of  making 
this  address  evolved  on  me. 

It  is  a distinct  pleasure  for  me  to  represent 
the  Council  and  Members  of  the  American 
Pharmaceutical  Association  in  bringing  a 
message  to  this  aggressive  body. 

I will  endeavor  to  touch  upon  a small  as- 
sortment of  subjects  which  I think  are  per- 
tinent today  and  which  I believe  that  the 
rank  and  file  of  the  Pharmacists  of  our  coun- 
try would  like  to  hear  discussed. 

Each  year  a President,  First  and  Second 
Vice-Presidents  and  three  Members  of  the 
Council  are  elected  by  mail  ballot  sent  to  the 
membership  of  the  Association.  Our  Presi- 
dent this  year  is  Henry  H.  Gregg  of  Minne- 
apolis, a neighbor  of  yours.  Henry  sent  to  you 
this  message:  “The  American  Pharmaceutical 
Association  extends  its  best  wishes  for  a suc- 
cessful and  constructive  1951  Convention. 
Whatever  the  times  may  hold  in  store  for  us, 
and  wherever  we  may  be  engaged  in  giving 
our  professional  services,  let  us  delegate  those 
services  to  improving  the  quality  of  medical 
care  and  a greater  conservation  of  Public 
Health.” 

In  the  beginning  of  history  the  one  man, 
who  administered  to  the  sick  and  injured, 
was  a combination  of  pharmacist  and  physi- 


*  Address  given  at  the  Annual  Convention  of  the 
South  Dakota  Pharmaceutical  Association  at 
Watertown,  South  Dakota,  on  June  13,  1951. 


cian.  Later,  the  pharmacist  sold  herbs,  pre- 
pared concoctions  and  administered  to  the 
sick  alone.  Then,  came  the  physician  who 
amputated  limbs,  applied  splints  and  ban- 
dages to  broken  arms,  and  healed  the  ulcers 
and  sores  of  the  wounded.  Next,  the  pharma- 
cist prepared  herbs  and  from  the  herbs  liquid 
medicines,  contributing  his  bit  in  early  public 
health  activities. 

Now,  in  modern  times,  the  pharmacist  pre- 
pares the  medicines  and  dispenses  them  to  the 
sick  upon  the  written  order  of  the  busy  phy- 
sician. It  may  be  said  that  perhaps  the  phar- 
macist is  in  the  background  and  the  physician 
is  taking  all  the  praise  and  credit  for  healing 
the  sick.  However,  this  is  erroneous  as  the 
physician  would  get  no  where  without  the 
pharmacist,  the  nurse  and  the  hospital. 

The  public  knows  the  pharmcist  as  the  ac- 
curate purveyor  of  prescriptions  and  potions 
...  a translator  of  paper  formulas  into  pow- 
ders and  pills,  salves  and  drugs.  Well, — that 
is  a little  of  him  . . . but  by  no  means  . . . all. 
It  has  been  said  . . . “The  Pharmacist  is  a 
responsible  public  health  worker,  a College 
Graduate,  examined  and  certified  to  by  his 
own  state,  and  therefore  is  legally  authorized 
to  fill  prescriptions  and  dispense  drugs.  He  is 
the  legal  custodian  and  distributor  of  poisions 
and  narcotics.  He  is  perhaps  the  most  impor- 
tant cog  in  the  wheel  of  Community  Public 
Health. 

Perhaps  the  most  renowned  man  in  Phar- 
macy today,  and  the  one  who  puts  forth  the 
greatest  efforts  in  behalf  of  ethical  and  scien- 
tific pharmacy,  is  our  own  Secretary  and 
General  Manager,  Dr.  Robert  P.  Fischelis.  I 
have  never  seen,  nor  do  I believe  there  exists, 
a man  who  ardently  serves  the  pharmacists 
of  our  nation  by  successfully  presenting  our 
problems  to  the  “powers  that  be”  in  Washing- 
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ton.  He  is  welcomed  by  all  the  bureaus  and 
health  agencies  of  our  Capital.  He  usually 
gets  over  his  point,  and  many  times  his  advice 
and  council  are  sought  by  the  heads  of  these 
Bureaus.  Fischelis  is  industrious,  a deep 
thinker,  a diplomat,  and  thorough  in  all  of 
his  undertakings.  I utter  these  thoughts  of 
praise  for  Bob  Fischelis  in  spite  of  the  fact 
that  he  has  crossed  swords,  in  his  thinking 
on  many  subjects,  with  one  of  my  good 
friends  and  one  who  is  probably  greatly  ad- 
mired by  most  of  you  gentlemen.  I have  re- 
ference to  another  great  Secretary  who  has 
built  up  one  of  the  strongest  and  most  influen- 
tial organizations  among  the  Retail  Druggists 
of  this  country. 

Greetings  from  Series 
A few  days  ago,  Mrs.  Sanford  and  I rec- 
eived a letter  from  two  former  South  Dako- 
tans who  have  both  made  their  mark  in  Phar- 
meceutical  Circles.  They  are.  Dr.  Earl  R. 
Series,  Past  President  of  A.  Pha.  A.,  and  his 
most  gracious  wife,  the  present  President  of 
the  Ladies  Auxiliary  of  A.  Pha.  A. 

We  number  these  two  folk  among  our 
closest  friends.  When  they  learned  that  we 
were  going  to  make  this  delightful  trip  to 
South  Dakota,  they  asked  that  we  extend  to 
you  their  hope  for  the  usual  succssful  and  in- 
structive convention  you  have  held  in  the 
past,  and  that  each  of  you  be  given  their 
affectionate  greeting. 

Prescription  Refilling 

I am  sure  that  the  subject  of  Prescription 
Refilling  is  upper  most  in  your  minds  and 
that  you  would  like  to  have  me  touch  upon 
that  subject  in  this  address.  I find  that  a great 
majority  of  the  Pharmacists  of  our  country 
are  confused  about  this  subject  and  know 
very  little  of  the  courses  which  have  been 
pursued  by  our  great  National  Drug  Associa- 
tions in  an  attempt  and  endeavor  to  remedy 
the  present  deplorable  situation. 

In  1948,  the  National  Association  of  Retail 
Druggists  held  its  annual  convention  at 
Atlantic  City,  New  Jersey.  Dr.  Paul  Dunbar, 
Food  and  Drug  Commissioner,  gave  an  ad- 
dress before  this  Convention.  In  the  course 
of  his  remarks,  Dr.  Dunbar  announced  that 
it  was  his  opinion  a written  prescription,  was 
very  much  like  a bank  check.  When  the  pres- 
cription was  filled  or  cashed,  that  was  the 
final  chapter  of  the  transaction,  and  that  it 


would  be  illegal  for  a pharmacist  to  refill  a 
prescription  without  the  consent  of  the  phy- 
sician, should  be  put  on  file  in  a short  length 
of  time.  This  meant  that  the  refilling  of  a 
prescription  was  against  the  law,  regardless 
of  the  nature  of  the  ingredients  specified  in 
the  prescription.  Pharmacists  all  over  our 
country  were  alarmed,  confused  and  fright- 
ened by  Dr.  Dunbar’s  statement. 

The  Dunbar  address  at  Atlantic  City 
brought  a widespread  demand  for  a revised 
ruling  on  the  part  of  the  Food  and  Drug  Com- 
missioner, or  Federal  Legislation  which  would 
clarify  the  situation. 

The  National  Association  of  Retail  Drug- 
gists prepared  and  introduced  House  Resolu- 
tion q^3298,  which  is  designed  to  clarify  the 
prescription  refilling.  This  Resolution  is 
known  as  the  Durham-Humphrey  Bill.  It  is 
thought  by  many  that  prescription  refilling 
relief  can  only  be  gotten  by  legislation  which 
will  bring  about  clarification  of  the  subject. 
Many  pharmacists  have  expressed  the  con- 
viction that  it  never  was  intended  to  have  the 
Drug,  Food  and  Cosmetic  Act  molest  the 
traditional  relationship  of  the  physician,  the 
pharmacist  and  the  patient.  This  happy  rela- 
tionship might  have  continued  throughout 
the  ages  if  it  had  not  been  for  the  untimely 
statement  of  Dr.  Dunbar  at  Atlantic  City. 

Hearings  on  the  Durham-Humphrey  Bill 

During  the  dates  of  May  1st  through  May 
5th  inclusive,  a hearing  was  held  by  the  com- 
mittee on  Interstate  Foreign  Commerce  of 
the  House  of  Representatives  on  the  3rd  Dur- 
ham-Humphrey bill  scheduled  as  House  Re- 
solution :^3298.  This  bill,  as  you  know,  was 
sponsored  by  the  National  Association  of  Re- 
tail Druggists. 

The  following  Associations,  each  through 
representatives,  appeared  for  or  against  the 
bill:  Federal  Security  Agency,  Food  and  Drug 
Administration,  National  Association  of  Re- 
tail Druggists,  American  Pharmaceutical 
Manufacturing  Association,  American  Drug 
Manufacturing  Association,  American  Phar- 
maceutical Association,  The  Propreietary  As- 
sociation of  America,  The  Unitel  States  Cir- 
cuit Court  of  Appeals,  and  several  other  re- 
presentatives of  individual  pharmaceutical 
manufacturers. 

This  bill  as  prepared  and  introduced,  seeks 
to  amend  the  Federal  Food,  Drug  and  Cos- 
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metic  Act  to  permit  prescriptions  to  be  rec- 
eived by  telephone,  and  to  set  up  a procedure 
for  distinguishing  drugs  which  may  be  sold 
without  prescription  from  those  drugs  which 
may  be  dispensed  by  pharmacists  only  on  a 
prescription. 

What  the  pharmacists  of  the  United  States 
have  been  asking  for  is  an  official  interpreta- 
tion of  the  present  law  or,  if  necessary,  an 
amendment  of  the  present  law  to  permit  con- 
tinuance of  the  established  custom  of  refilling 
authorized  prescription  without  having  such 
prescriptions  presented  to  the  physician  for 
renewal  in  writing. 

Many,  who  testified  at  the  hearings,  were 
of  the  belief  that  in  the  attempt  to  provide 
for  the  continuance  of  the  present  physician- 
pharmacist-patient  relationship,  through  leg- 
islation, would  bring  about  additional  power 
to  the  Food  and  Drug  Administration  over 
the  practice  of  medicine  and  pharmacy.  At 
the  present  time  the  authority  to  determine 
the  classification  of  drugs,  those  which  shall 
have  the  prescription  legend  and  those  which 
shall  not,  lies  with  the  manufacturer  who 
produces  the  drugs. 

Like  nearly  all  controversial  questions 
there  seems  to  be  a difference  of  opinion  as 
to  the  proper  method  of  attacking  the  pres- 
cription refilling  problem.  The  legislative 
committee,  of  the  American  Pharmaceutical 
Association  believe,  that  if  House  Resolution 
#3298  should  become  a law,  it  will  place  the 
manufacturing  and  the  dispensing  of  all  drugs 
legally  under  the  jurisdiction  of  the  Federal 
Drug  and  Food  Administration.  It  believes 
that  the  passage  of  the  bill  would  regiment 
the  practice  of  pharmacy  and  medicine  be- 
yond any  public  health  requirement. 

This  bill,  as  I interpret  it,  would  take  the 
selective  features  away  from  the  manufac- 
turers and  place  it  squarely  in  the  hands  of 
the  Commissioner  of  Food  and  Drugs. 

Sometime  ago  the  Legislative  Committee 
of  the  American  Pharmaceutical  Association 
employed  the  famed  law  firm  of  Thurman 
Arnold  and  Company  of  Washington,  to  con- 
duct hearings  before  the  Commissioner  of 
Food  and  Drugs  and  to  guide  our  committee 
in  its  endeavor  in  seeking  rehef  in  the  pres- 
cription refilling  matter. 

The  American  Pharmaceutical  has  endeav- 
ored, by  democratic  procedures,  to  obtain  an 
official  interpretation  of  the  existing  law  in 


order  to  be  able  to  advise  the  pharmacists  of 
the  United  States  to  their  rights  and  privi- 
leges as  to  the  filling  and  refilling  of  prescrip- 
tions. Such  an  official  is  in  the  making  and 
will  serve  to  clarify  the  situation  when  it  is 
made  public.  If  this  ruling  by  the  Commis- 
sioner is  not  satisfactory  our  legislative  com- 
mittee, through  its  law  firm,  will  then  attack 
the  ruling  in  the  courts.  However,  the  legis- 
lative committee  advises  us  that  they  have 
every  reason  to  believe  that  the  official  ruling 
of  the  commissioner,  when  published  in  the 
Government  Register,  will  meet  with  the 
entire  approval  of  most  of  the  pharmacists 
of  our  country. 

I want  to  say  to  you  that  the  Pharmacists 
of  our  nation  are  not  a helpless  lot  of  dis- 
pensers who  have  to  be  regimented  by  a gov- 
ernment agency  in  order  to  carry  out  the  pro- 
fessional duties  which  they  have  been  lic- 
ensed by  the  several  states  to  carry  out  on 
their  own  initative.  If  legislation  is  necessary 
to  clarify  the  issue  it  should  be  of  such  a 
nature  as  to  leave  no  room  for  doubt  regard- 
ing the  exercise  of  professional  judgment  on 
the  part  of  the  medical  and  pharmaceutical 
professions. 

I firmly  believe  that  this  third  Durham-Hum- 
phrey  Bill  will  be  amended  in  several  ways. 

I hope  that  if  it  is  reported  out  of  committee 
to  the  floor  of  the  house,  it  will  be  a bill  every 
pharmacist  can  get  behind  and  urge  its  pas- 
sage through  the  National  Congress.  All 
thinking  pharmacists,  especially  the  heads 
of  State  and  City  Associations,  should  study 
this  bill  thoroughly,  and  satisfy  themselves 
that  it  contains  the  relief  they  desire. 

I believe  that  this  prescription  refill  con- 
troversy will  eventually  be  worked  out  and 
settled,  by  our  two  large  National  Associa- 
tions, to  the  entire  satisfaction  of  most  of  us. 

Fair  Trade  Laws 

In  1937,  Senator  Millard  Tydings,  of  Mary- 
land, attached  to  the  appropriation  bill  for  the  ! 
District  of  Columbia,  a provision  which  ; 
amended  the  Sherman-Anti-Trust  Law, 
thereby  legalizing  Fair  Trade  Laws  in  45  of 
our  48  states. 

The  passage  of  Fair  Trade  laws  throughout 
our  country  was  brought  about  by  the  un-  , 
precedented  and  vicious  orgy  of  price  cutting  ; 
of  trade  marked  merchandise  during  the  latter 
20’s  and  early  30’s. 
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In  recent  years  a manufacturer  has  felt 
safe  in  launching  a publicity  campaign  in 
favor  of  his  products.  The  httle  merchant  has 
been  able  to  successfully  carve  out  a business 
career  in  the  presence  of  the  big  price  cutters 
of  his  community.  The  public  has  felt  secure 
in  the  knowledge  that  items  of  merchandise 
offered  were  of  standard  manufacturers  and 
at  the  usual  and  customary  price. 

On  May  21st,  the  Supreme  Court  of  the 
United  States  handed  down  a decision,  re- 
versing 3 lower  courts,  which  completely 
killed  the  “Non-Signer  Clause”  of  our  Fair 
Trade  Laws. 

We  were  all  stunned,  chagrined  and  de- 
pressed when  we  learned  the  decision  of  6 to 
3 by  the  Supreme  Court.  Wherever  the  clouds 
are  thick,  and  the  horizon  is  gloomy,  we  all 
know  that  on  the  morrow  the  clouds  will 
move  on,  the  gloom  will  be  dispelled  and 
the  sun  will  shine  with  renewed  radiance. 

I feel  that  our  two  large  associations  will 
put  forth  a united  effort  in  overcoming  the 
discouragement  and  depression  brought  about 
by  the  recent  Supreme  Court  decision.  Let 
us  take  heart  and  stand  ready  to  assist  our 
leaders  when  they  give  us  the  signal  for  help. 

1952  Centennial 

In  1952,  the  American  Pharmaceutical  As- 
sociation will  celebrate  its  centennial  in  Phil- 
adelphia. This  association  has  kept  the  torch 
of  professional  pharmacy  burning  for  99 
years.  I hope  that  every  one  present  will  put 
forth  a special  effort  to  attend  the  celebration 
of  our  100th  birthday  in  Philadelphia  next 
year.  I want  to  assure  you  that  age,  in  this 
instance,  because  it  has  seen  the  plan  and  aim 
of  the  American  Pharmaceutical  Association 
to  keep  in  step  with  the  progress  of  the  Pub- 
lic Health  Professions  and  to  give  leadership 
to  the  Pharmaceutical  Phases  of  Public 
Health  and  Medical  Care.  This  particular 
date,  marks  the  time  the  prestige  of  the  As- 
sociation is  at  its  peak,  and  when  the  demand 
for  its  services,  its  advice,  and  its  ability  to 
carry  on  constructive  work  in  behalf  of  the 
profession,  are  sought  everywhere  and  espe- 
cially by  your  government  and  related  org- 
anizations. 

Students  of  Pharmacy 

Now,  just  a word  to  you  young  men  and 
young  women  who  have  recently  embarked 
on  the  career  of  Pharmacy. 


The  opportunity  for  young  persons  to  make 
a mark  for  themselves  in  medical  care,  which 
we  represent,  was  never  greater.  While  we 
are  now  in  a state  of  emergency  and  all  of 
us  must  devote  a considerable  part  of  our 
time  and  talents  to  the  service  of  our  country, 
we  must  nevertheless,  look  forward  to  the 
day  when  we  return  to  what  has  been  called 
“normalcy”.  Then,  we  will  be  expected  to 
function  in  our  respective  communities  as 
advisors  of  the  public  in  the  matter  of  health 
care.  If  there  are  pharmacy  students  in  this 
room.  I admonish  you  to  take  full  advantage 
of  your  opportunity  in  college  to  prepare 
yourselves  adequately  for  the  tasks  that  lie 
ahead.  It  often  seems  to  the  pharmacy  student 
that  much  of  his  preparatory  training  is  un- 
related to  the  real  work  he  must  perform 
when  he  becomes  an  actual  part  of  the  Drug 
Industry.  I can  tell  you  from  40  years  of 
expedience  that  the  more  background  of 
general  knowledge  and  wide  information  you 
gain  during  your  attendance  at  college,  the 
better  will  be  your  preparation  to  meet  the 
many  and  varied  problems  that  constitute 
the  daily  activity  of  the  pharmacist.  Do  not 
discount  the  value  of  the  cultural  studies 
which  precede  your  professional  education. 
A little  later  you  will  be  in  competition  with 
other  men  and  women  who  have  had  fine 
training  in  the  arts  and  sciences,  in  the  health 
professions  and  in  business. 

The  dual  nature  of  the  present  day  busi- 
ness and  professional  work  requires  alert, 
well  prepared  and  diligent  pharmacists. 
Whether  you  enter  retail  pharmacy,  whole- 
sale drug  business,  manufacturing,  teaching 
or  administrative  work,  or  whether  you  be- 
come a scientist  absorbed  in  pharmaceutical 
research  you  cannot  have  too  much  general 
education.  In  this  modern  age,  men  and  wo- 
men must  work  with  their  heads  as  well  as 
with  their  hands.  Your  technical  training  as 
well  as  your  cultural  training  must  be  of  the 
best,  if  you  are  to  make  a success  of  any  phase 
of  the  profession  of  pharmacy  which  you  may 
enter. 

The  American  Pharmaceutical  Association 
has  labored  long  and  fruitfuly  in  behalf  of 
future  pharmacists.  It  has  given  excellent 
service  to  the  pharmacists  now  in  practice, 
but  has  always  kept  its  eyes  open  for  opport- 
unties  to  make  the  lot  of  the  future  pharma- 
cists a more  gratifying  and  productive  one. 
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Today  you  can  aspire  to  commissioned  rank 
as  a pharmacist  in  the  United  States  Army, 
the  Navy,  the  Air  Force  and  the  Public  Health 
Service.  If  you  are  of  draft  age  you  are  sub- 
ject to  the  draft.  But  after  you  have  com- 
pleted your  course  in  pharmacy  and  have 
your  Bachelor’s  Degree,  you  are  then  eligible 
to  apply  for  Commissioned  rank  as  a phar- 
macist. Commissions  are  available  in  rela- 
tion to  the  size  of  the  Armed  forces  and  you 
may  be  commissioned  up  to  the  rank  of 
Colonel.  There  are  many  other  places  in  the 
government  service  where  the  pharmacist  is 
in  great  demand.  I need  only  cite  such  ser- 
vices as.  The  Bureau  of  Narcotics,  The  De- 
partment of  Commerce,  various  War  Agen- 
cies dealing  with  the  production  and  distribu- 
tion of  drugs  and  medicines,  the  Chemical 
Warfare  Service,  and  Veteran  and  Marine 
Hospitals.  These  departments  of  our  govern- 
ment are  open  to  those  pharmacists  who  pre- 
fer not  to  be  engaged  in  the  retail  Drug  Bus- 
iness. However,  I want  to  state  right  here, 
that  there  are  very  few  businesses  which 
offer  a more  pleasant  and  lucrative  life  work 
than  the  Retail  Drug  Business  — either 
operating  a service  Drug  Store  or  a strictly 
prescription  pharmacy.  Many  men  have  so 
successfully  handled  their  retail  drug  stores 
that  they  soon  become  financially  independ- 
ent for  life.  I know  of  no  more  inviting  bus- 
iness than  the  retail  drug  field  offers  today. 

As  the  owner  of  a pharmacy  you  become 
an  important  factor  in  your  community.  The 
public  looks  upon  its  pharmacists  as  its  pur- 
chasing agents  in  matters  of  medical  care  re- 
lating to  drug  and  pharmaceutical  service. 
You  are  expected  to  know  the  habits  and  cus- 
toms of  the  people  in  your  community.  You 
are  expected  to  know  their  purchasing 
capacity,  their  income  range,  and  adjust  the 
quality  of  merchandise  offered,  and  expense 
of  service  available,  accordingly.  In  spite  of 
all  the  popular  magazine  and  newspaper 
articles,  dealing  with  new  drugs  and  new  de- 
velopments in  medical  science,  the  average 
citizen  knows  relatively  little  about  the  sub- 
jects in  which  you  are  a specialist.  You  should 
and  will  be  paid  not  only  for  the  commodities 
which  you  sell  but  you  will  also  be  paid  for 
professional  services,  if  you  learn  how  to 
organize  those  services  so  that  they  will  be 
available  to  the  public. 


The  retail  drug  business  is  not  merely  a 
matter  of  buying  and  selling  pharmaceuticals 
and  related  products;  it  is  distinctly  a service 
institution  — the  most  important  service 
rendered  by  a pharmacy  is  found  in  its 
prescription  department.  The  development 
and  success  of  this  department  depends  upon 
the  confidence  which  you  inspire  in  the  med- 
ical and  related  professions  and  the  people 
you  serve. 

To  continue  to  inspire  this  confidence,  you 
must  let  it  be  known  that  you  operate  not 
only  as  an  individual,  but  that  you  are  a 
part  of  a large  professional  group,  which  in 
the  case  of  pharmacy,  is  best  exemplified  by 
the  American  Pharmaceutical  Association.  As 
a member  of  this  Association  you  share  in  the 
responsibilities  of  publishing  a national  form- 
ulary. You  share  in  the  pubhcation  of  two 
monthly  journals,  which  are  outstanding  in 
their  field  and  which  have  the  respect  and  ad- 
miration of  foreign  pharmacists,  as  well  as 
of  the  professions  associated  with  the  medical 
care  of  the  United  States.  I refer  to  the  Prac- 
tical Pharmacy  Edition  and  the  Scientific 
Edition  of  the  Journal  of  the  American  Phar- 
maceutical Association.  These  publications 
come  to  you  as  a part  of  your  membership 
and  they  will  be  found  in  all  pharmaceutical 
libraries. 

Academy  of  Pharmacy 

In  the  magnificent  building  owned  by  our 
Association,  and  located  on  Constitution 
Avenue  in  Washington,  just  opposite  the 
Lincoln  Memorial,  we  maintain  a laboratory 
to  carry  on  experimental  work  on  drug 
standardization  as  a service  to  the  national 
formulary.  This  laboratory  is  open  to  our 
members  throughout  the  nation  in  connection 
with  prescription  problems  that  may  develop. 
The  building  is  known  as  the  Academy  of 
Pharmacy  and  it  houses  a library,  a museum, 
editorial  and  executive  offices,  as  well  as  a 
beautiful  rotounda  where  the  statue  of  Wil- 
liam Proctor,  Jr.,  the  father  of  American 
Pharmacy,  rests.  This  building  of  ours  is  a 
thing  of  beauty,  but  I do  not  wish  to  call 
your  attention  to  the  strategic  location  of  the 
building  or  its  physical  equipment  alone.  It 
is  what  comes  out  of  the  building  by  way  of 
services  rendered  to  the  profession  and  to 
humanity  that  counts. 

(Continued  on  Page  34) 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

A.  O.  Bittner 


"THE  DRUGGISTS  WILL  FIGHT" 

THE  BATTLE  TO  RESTORE  THE 

EFFECTIVENESS  OF  FAIR  TRADE  IS  ON 

President  Chan  Shirley  of  “The  Commercial  Section  of 
The  South  Dakota  State  Pharmaceutical  Association”  has 
already  designed  the  plan  for  action.  Fifteen  Captains,  all 
of  which  are  active  retail  druggists  in  the  various  sections  of 
the  State  have  been  chosen  to  preform  the  duties  in  the  var- 
ious district  areas  of  the  state.  Every  druggist  must  take  a 
little  time  off  from  his  daily  business  duties  and  work  with 
his  captain  when  so  calls  on  you. 


H.  R.  5767,  A Bill  to  amend  the  Federal  Trade  Commis- 
sion Act  has  already  been  introduced  by  Representative  John  A.  McGuire  of  Connecticut.  This 
bill  has  the  complete  endorsement  of  our  National  Association  of  Retail  Druggists  Organization. 


It  is  their  opinion  that  as  soon  as  this  bill  is  enacted  into  Federal  Law  it  will  restore  the 
complete  effectiveness  of  the  Fair  Trade  Law  it  will  restore  the  complete  effectiveness  of  the 
Fair  Trade  Laws  which  the  45  States  in  the  Union  have  enacted  in  the  past  years.  Some  of 
these  Fair  Trade  Acts  date  back  to  1931. 


DOCTORS,  WE  NEED  YOUR  EARNEST  HELP  IN  THIS  UNDERTAKING. 

When  called  upon  for  telegrams  and  letters  directed  to  our  Congressmen  we  know  that 
you  will  give  us  your  support  wholeheartedly. 

LET  US  REVIEW  BRIEFLY  THE  FACTS  REGARDING  FAIR  TRADE  WHICH  EVERY 
CITIZEN  SHOULD  KNOW. 


FACTS  REGARDING  FAIR  TRADE  WHICH  EVERY  CITIZEN  SHOULD  KNOW. 

1.  No  commodity  can  be  fair-traded  unless  it  bears  the  trade-mark,  brand  or  name  of  the 
producer  or  distributor  and  unless  it  is  in  free  and  open  competition  with  commodties  of  the 
same  general  class  produced  by  others. 

2.  No  minimum  resale  price  can  be  established  for  any  commodity  by  any  person  other 
than  the  owner  of  the  trade-mark,  brand,  or  name  used  in  connection  with  such  commodity  or 
by  a distributor  specifically  authorized  to  establish  said  price  by  the  owner  of  such  trade-mark, 
brand  or  name. 


3.  The  establishment  of  minimum  resale  prices  and  the  offering  of  fair-trade  contracts  is 
entirely  voluntary  on  the  part  of  the  person  owning  the  trade-mark,  brand  or  name.  The  sign- 
ing of  a contract  by  a retailer  is  also  voluntary.  If  no  retailer  accepts  the  contract,  then  there 
is  no  fair-trade  price  established. 

4.  A irade-mark,  brand  or  name  is  a property  right  which  the  owner  should  be  permitted  to 
i protect  against  destruction  by  those  who  would  market  his  product.  A price-cutter  cheapens 

a trade-marked  product  in  the  eyes  of  the  consumer  by  offering  it  below  cost  and  eventually 
I drives  it  from  the  market. 
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5.  It  is  not  the  commodity,  itself,  but  the  trade-mark,  brand  or  name  that  is  protected  by 
fair  trade.  A price  cutter  may  sell  any  commodity  he  chooses  at  any  price  he  chooses  — “When 
the  trade-mark,  brand  or  name  is  removed  or  wholly  obliterated  from  the  commodity  and  is 
not  used  or  directly  or  indirectly  referred  to  in  the  advertisement  or  sale  thereof.” 

6.  A fair  trade  minimum  price  must  always  be  a competitive  price  with  those  manufac- 
turers who  produce  similar  articles,  whether  fair-traded  or  not. 

7.  Fair  Trade  does  not  promote  or  tend  to  create  monoplies.  No  contract  or  agreement  to 
establish  minimum  resale  prices  can  be  made  between  manufacturers,  or  between  wholesalers, 
or  between  retailers. 

8.  The  absence  of  Fair  Trade  tends  to  creareate  monopolies.  No  contract  or  agreement  to 
are  driven  out  of  business  by  the  unfair  competition  of  price-cutters  who  eventually  will  have 
everything  their  own  way. 

9.  Fair  Trade  encourages  universal  distribution  of  nationally  advertised  brands  in  every 
retail  outlet  no  matter  how  small  or  how  large  the  retail  unit  may  be.  Customers  have  the  ad- 
vantage of  being  able  to  purchase  their  favorite  brand  from  a small  retailer  at  substantially 
the  same  price  as  from  large  store.  The  fair  trade  minimum  price  is  the  lowest  price  that  any 
retailer  can  sell  trade-marked  merchandise  without  juggling  prices  on  other  merchandise  to 
take  up  the  loss. 

FAIR  TRADE  HELPS  THE  MANUFACTURER,  RETAILER  AND  CONSUMER.  WORK 
FOR  FAIR  TRADE. 

When  the  83  Congress  convenes  in  January  much  of  this  work  will  be  underway  and  our 
continued  interest  in  the  progress  of  this  legislation  must  be  had  daily  until  the  final  day  when 
same  is  enacted  into  law. 

Our  1952  RESOLUTION  is  “The  full  effectiveness  of  Fair  Trade  must  be  restored.” 


PHARMACY  OF  TODAY-h 

(Continued  from  Page  32) 

1 MEMBERSHIP 

The  average  pharmacist  belongs  to  church, 
a political  party,  a civic  club,  a chamber  of 
commerce,  his  state  pharmaceutical  associa- 
tion and  he  should  belong  to  the  two  large 
National  Pharmaceutical  Associations.  Re- 
member that  the  American  Pharmaceutical 
Association  has  lighted  the  way  for  profes- 
sional pharmacy,  pharmaceutical  education 
and  the  passage  of  licensing  regulations,  with- 
out any  of  which,  there  would  be  no  drug 
stores  today. 

Hold  in  mind  that  the  National  Association 
of  Retail  Druggists  has  accomplished  wonders 
in  protecting  pharmacists,  as  a whole,  in  their 


business  enterprises.  Without  the  past  efforts 
of  N.A.R.D.,  the  drug  business  of  the  United 
States  would  be  less  than  half  as  lucrative  as 
it  is  today. 

So  my  friends,  if  you  are  not  now  a mem- 
ber of  these  two  national  associations,  which 
are  working  day  and  night  with  all  possible 
effort  in  your  behalf,  I urge  you  to  take  out 
the  memberships  immediately. 


AMA  DUES 

AMA  dues  are  payable  to  the  State  Medical 
Association  direct  and  will  be  billed  as  soon 
as  district  and  state  dues  have  been  reported. 

AMA  FELLOWSHIP  dues  have  been  elim- 
inated. 


RECOMMEND  THE  NON-CAN 

SOUTH  DAKOTA  INJURY  - ILLNESS  EXPENSE  PLAN 

THE  PAUL  REVERE  PLAN 

314-16  Paulton  Building  LEE  McCAHREN  Sioux  Falls,  South  Dakota 
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Dear  Auxiliary  Members; 

A Happy  New  Year  TO  EACH  OF  YOU! 
A new  calendar  year  has  begun  and  what 
better  time  to  double  our  efforts  in  the  carry- 
ing out  of  the  Auxiliary  objects  for  this  year? 
doctor’s  wife  is  a member,  that  we  meet  our 
Let  us,  individually,  see  that  every  eligible 
quota  for  “Today’s  Health,”  that  we  take  part 
in  the  nurse  recruitment  program,  send  our 
share  to  Medical  and  Surgical  Relief,  Inc. 
and  have  programs  that  are  interesting  and 
informative  to  our  members.  That  sounds 
like  a big  job,  but  it  is  not  impossible  by  the 
combined  efforts  of  our  members. 

An  Executive  Board  meeting  was  held  at 
the  Carpenter  Hotel  in  Sioux  Falls  November 
! 27,  with  a quorum  of  four  state  officers  in 
i attendance.  A report  of  the  Chicago  confer- 
; ence  was  given  by  your  president.  Reports 
were  read  from  every  state  chairman  on  the 
• progress  of  her  department.  Sincere  thanks 
I were  expressed  to  each  of  them  for  the  fine 
I work  they  have  done  and  their  immediate 

i response.  Tentative  convention  plans  were 
discussed  and  a selection  of  a National  repre- 
sentative was  made,  pending  approval  of  the 
National  President  and  arranging  of  sched- 
ules. It  is  hoped  that  another  Executive 
Board  meeting  can  be  held  during  the  Tri- 

^ State  Medical  convention  in  Sioux  Falls  in 
! February.  State  officers  should  consult  their 
|i  husbands  as  to  the  exact  dates,  and  plan  to 

ii  come  if  possible.  You  will  be  notified  of  the 
^ date  of  our  meeting. 

Your  president  was  scheduled  to  visit  the 
Yankton  district  meeting  of  the  Auxiliary 
on  December  6.  The  kind  invitation  of  their 
president,  Mrs.  D.  B.  Williams  was  accepted 
and  all  plans  were  made  but  a preview  of 
South  Dakota’s  winter  forced  me  to  phone 
regrets.  I was  very  disappointed  and  will 
make  every  effort  to  visit  them  at  another 
meeting. 

!.  The  Newsletter  proofs  were  to  be  in  Mr. 
i Foster’s  office  by  the  first  of  December  and 
I hope  that  your  copy  has  reached  you.  Some 


districts  have  not  sent  in  complete  mailing 
lists  of  their  members  yet,  and  we  ask  you  to 
have  the  secretaries  do  this  at  once  so  a cor- 
rect mailing  list  can  be  made  up.  Mrs.  Reding 
gives  a good  deal  of  time  to  this  Auxiliary 
project  and  she  needs  and  deserves  your  co- 
operation. It  is  hoped  that  we  can  get  two 
more  issues  to  you  before  convention  time. 

It  is  the  sincere  desire  of  the  Executive 
Board  that  every  district  take  part  in  nurse 
recruitment  in  their  own  locality.  There  is 
no  set  pattern  but  secure  your  kits  for  every 
guest  from  the  Committee  on  Careers  in  Nurs- 
ing, 1790  Broadway,  New  York,  19,  N.  Y.  and 
invite  the  senior  girls  to  a tea  in  a doctor’s 
home,  with  someone  in  the  field  prepared  to 
tell  them  of  the  advantages  which  the  pro- 
fession has  to  offer.  Let  us  have  each  district 
able  to  report  some  activity  along  this  line  on 
their  convention  report. 

Many  thanks  to  those  districts  which  sent 
in  news  items  to  be  used  in  the  last  issue  of 
the  NEWSLETTER.  This  is  your  pubhcation 
and  much  can  be  gained  by  others  learning 
what  you  are  doing.  I would  like  to  be  able 
to  include  news  items  from  the  districts  each 
month  on  the  “Auxiliary  Activities”  pages  of 
the  Journal  of  Medicine  and  Pharmacy,  so 
won’t  you  send  news  items  to  me  which  can 
be  used  here? 

Handbooks  are  to  be  sent  to  each  state  of- 
ficers and  these  will  go  out  within  a short 
time.  The  duties  of  your  office  are  fully  ex- 
plained and  this  book  is  a guide  to  correct 
procedure.  National  is  now  revising  the  Hand- 
book but  it  will  not  be  ready  for  some  months. 
In  the  meantime,  let  us  use  the  one  we  have. 

Tho  the  Journal  will  reach  you  the  last  of 
January,  this  is  being  written  the  second 
week  of  December,  right  in  the  middle  of  the 
Christmas  rush,  to  make  an  earlier  than 
usual  date  line  because  of  vacations  in  Mr. 
Foster’s  office,  so  in  closing  it  does  not  seem 
amiss  for  me  to  wish  to  each  of  you  “A  VERY 


MERRY  CHRISTMAS.” 

Mrs.  Howard  R.  Wold 


library  of  the 
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Hats  off  to  Mrs.  A.  P.  Reding,  historian,  and 
Mrs.  A.  B.  Scales,  first  vice-president,  for 
their  drives  over  icy  roads  to  attend  the 
Executive  Board  meeting  in  Sioux  Falls,  Nov. 
27.  Such  loyalty  should  be  rewarded! 

The  Seventh  District  Auxiliary  had  a 
Christmas  party  in  early  December  with  some 
of  the  children  of  the  members  appearing  on 
the  program.  Instead  of  exchanging  gifts 
among  themselves,  gifts  appropriate  for 
homes  for  the  aged  were  brought  to  be  dis- 
tributed to  these  agencies.  That  is  the  Spirit 
of  Christmas! 

The  Woman’s  Auxiliary  to  the  Yankton  (8) 
District  Medical  Association  met  Thursday 
evening,  Dec.  6,  at  the  State  Hospital  and 
were  entertained  along  with  the  District  Med- 
ical group,  by  Dr.  and  Mrs.  F.  W.  Haas. 

Mrs.  Howard  R.  Wold,  State  President  of 
the  Woman’s  Auxiliary  was  unable  to  attend 
because  of  bad  weather,  but  the  group  viewed 
a film  “Human  Growth”  which  the  Auxiliary 
is  sponsoring  and  which  will  be  shown  to  the 
public  school  children  of  the  7 and  8 grades, 
with  a doctor  present  during  its  showing. 

A report  of  “Today’s”  Health  chairman, 
showed  a district  membership  of  24  members 
and  over  30  subscriptions  already  sent  in, 
with  several  members  yet  to  report.  The 
Eighth  District  Medical  Auxiliary  voted  to 
purchase  and  send  a box  of  surgical  gloves 
for  their  contribution  to  Medical  and  Surgical 
Relief,  Inc. 


FOR  BETTER  RESULTS  . . . 
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From  where  I sit 
^ Joe  Marsh 


^^Fireman,  Save  My — 

Volunteer  Chief  Wilson  was  telling 
a few  of  us  about  some  of  the  extra 
jobs  firemen  do.  Like  rescuing  tree- 
climbing  cats — and  kids  who  get  stuck 
almost  any  place. 

“Take  last  week,”  he  says.  “Mrs. 
Campbell  called  up  from  Balesville 
where  she  was  shopping.  Asked  if  we’d 
mind  going  to  her  house  and  see  if  she’d 
left  the  fire  on  under  the  potatoes! 

“Dusty  Jones  drives  the  five  miles 
to  Campbell’s  place,  and  it  turns  out 
she  had  left  that  fire  on.  But  don’t  get 
the  idea  we’re  complaining  about  those 
odd  jobs.  We’re  always  glad  to  co- 
operate anytime  we  possibly  can.” 

From  where  I sit,  these  boys— and 
volunteer  firemen  everywhere — stand 
for  something  mighty  important  to 
this  nation.  Most  things  seem  to  work 
out  better  when  they’re  done  volun- 
tarily. Whether  it’s  a ballplayer  or  a 
beverage  you’re  choosing,  whether  it’s 
the  way  to  run  a newspaper  or  how  to 
practice  a profession,  it’s  the  individ- 
ual freedom  of  choice  that  has  made 
America  great. 


Copyright,  1951,  United  States  Brewers  Foundation 
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Cervico-Brachial  Pain* 

by 

Robert  W.  Newman,  M.D.,  Iowa  City,  Iowa 


SUMMARY 

A brief,  general,  by  no  means  exhaustive  review 
of  the  subject  of  pain,  deep  and  superficial,  neu- 
rogenic and  non-neurogenic,  is  considered.  A cur- 
sory review  of  the  cervico-brachial  anatomy,  par- 
ticularly as  it  relates  to  the  several  clinical  entities 
characterized  by  cervico-brachial  pain  is  presented. 
The  general  subject  of  cervio-brachial  pain  and  its 
cause  is  considered  under  three  major  divisions; 
(1)  lesions  of  the  spinal  cord  or  within  the  spinal 
canal  (2)  lesions  of  the  vertebra  (3)  disorders  distal 
to  the  vertebrae. 

It  is  not  so  very  long  ago  that  the  term 
brain  fever,  acute  indigestion,  lumbago  were 
in  common  use.  Today  these  expressions  are 
seldom  used.  They  have  given  way  to  other 
terms  more  explicitly  designating  the  clin- 
ical syndromes  whose  etiology  and  pathologic 
factors  are  known. 

Our  subject,  neck  and  shoulder  pain,  is 
commonly  referred  to  by  such  terms  as  bra- 
chialgia,  cervico-brachial  pain  syndrome,  and 
brachial  neuritis.  These  designations,  as  the 
expressions  above,  while  quite  descriptive, 
fall  short  of  representing  the  great  diversity 
of  etiologic,  pathologic,  and  anatomic  factors 
involved  in  the  symptom  complex  so  desig- 
nated. They  are  descriptive  terms  and  refer 
to  a symptom  complex  having  the  common 
feature  of  pain  radiating  from  the  neck  to 
the  shoulder  and  arm,i  and  in  no  way  refer 
to  the  etiologic  factors  involved. 

The  continued  use  of  these  general,  descrip- 
tive terms  is  hardly  justified.  As  the  result  of 
investigation  and  greater  clinical  experience, 
we  have  come  to  understand  the  many  dif- 
ferent factors  which  operate  to  produce  cer- 
vico-brachial pain,  and  a number  of  distinct 
clinical  entities  having  this  symptom  in  com- 
mon have  been  identified  and  set  apart  as 
fairly  clear-cut  ailments. 

Before  considering  the  individual  clinical 
syndromes,  a brief  discussion  of  features  of  a 
general  nature  pertaining  to  them  all  would 
seem  to  be  in  order. 

* Presented  at  the  Sioux  Valley  Medical  Associa- 
tion meeting  February  ’51. 

This  article  has  been  shortened  for  publication 
owing  to  lack  of  space  by  omission  of  the  biblio- 
graphic references.  These  will  appear  in  the 
author’s  reprints. 


PAIN,  NEUROGENIC  AND 
NON-NEUROGENIC 

Let  us  consider  pain  itself.  The  symptom 
of  neck  and  shoulder  pain  may  arise  as  the 
result  either  of  central  nerve  stimulation  or 
local  irritation  of  such  mesodermal  structures 
as  muscles  or  hgaments,  and  either  of  these 
may  be  associated  with  segmental  distribu- 
tion of  pain.  Neurogenic  pain  or  pain  arising 
as  the  result  of  nerve  stimulation,  with  its 
characteristic  segmental  reference,  may  re- 
sult from  irritation  of  the  sensory  nerve 
fibers  any  place  along  their  entire  course 
from  the  cerebral  somesthetic  area  to  the 
most  distal  point  of  the  nerve.  On  the  other 
hand,  a distinct  segmental  distribution  of 
pain  to  the  shoulder  and  arm  may  occur  as 
the  result  of  a corcumscribed  and  delimited 
pathologic  process  occurring  at  a site  far  re- 
moved from  central  sensory  nerve  radicals; 
that  is,  a lesion  affecting  fascia,  muscle,  liga- 
ment, periosteum.  Neck  and  shoulder  pain 
may  also  be  referred  from  pathologic  involve- 
ment of  distant  thoracic  or  abdominal  viscera, 
such  as  the  heart  or  the  gall  bladder.  Shoulder 
and  arm  pain  with  segmental  distribution 
then  may  be  of  neurogenic  or  non-neurogenic 
origin. 

Each  of  these  two  categories,  neurogenic 
and  non-neurogenic  pain,  is  generally  asso- 
ciated with  fairly  definite  distinguishing  fea- 
tures by  which  it  may  be  recognized.  Neuro- 
genic pain,  that  is  pain  arising  as  the  result 
of  central  or  peripheral  nerve  involvement,  is 
characterized  by  segmental  sensory  changes 
as  anesthesias,  hypesthesias,  hyperesthesias, 
and  by  muscle  manifestations  such  as  fibril- 
lations, wasting  of  the  muscles,  motor  weak- 
ness, paralysis,  and  abnormal  reflex  reactions. 

The  non-neurogenic  type  of  pain  is  devoid 
of  most  of  these  characteristic  sensory  and 
motor  manifestations.  Sensory  disturbances 
are  not  a prominent  feature.  There  is  no 
anesthesia,  and  paresthesias  and  hyperes- 
thesias are  usually  not  present,  though  they 
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may  occur.  There  are  no  phenomena  indica- 
ting muscle  involvement  such  as  paralysis, 
wasting,  fibrillations,  or  reflex  changes, 
though  segmental  muscle  tenderness  and 
spasm  may  occur.  On  the  other  hand,  there 
may  be  local  findings  such  as  swelling,  dis- 
coloration, tenderness,  restricted  motion. 

Lewis  and  Kellgren^  have  demonstrated 
that  irritation  of  mesodermal  structures,  such 
as  muscle  periosteum  or  ligament,  may  pro- 
duce pain  having  segmental  distribution. 
They  injected  a 5%  saline  solution  into  the 
interspinous  ligaments  between  the  7th  cer- 
vical and  1st  thoracic  and  between  the  1st 
the  2nd  thoracic  vertebre,  and  produced  pain 
which  in  severity  and  distribution  was  indis- 
tinguishable from  that  of  angina  pectoris. 
Not  only  this,  but  in  some  instances  numb- 
ness, tingling,  and  even  hyperesthesias  of  the 
hand  and  inner  aspect  of  the  arm  were  also 
produced.  Kellgren  further  observed,  after 
injecting  hypertonic  saline  solution  into  the 
interspinous  ligaments  of  the  different  seg- 
ments of  the  spinal  column,  that  pain  was 
produced  in  the  corresponding  neural  seg- 
ments in  the  trunk  and  the  extremity.  (Fig. 
1.) 


Fig.  1 Distribution  of  pain  arising  from  the  in- 
terspinous ligaments  C-5  to  T-1  in  three 
subjects;  vertical  hatching,  horizontal 
hatching  and  stippling.  (From  Kellgren, 
J.  H.,  Clin.  Sc.  4,  1939). 


He  obtained  a similar  segmental  pattern  of 
pain  by  injecting  a given  muscle,  and  this 
segmental  pain  distribution  was  constant  ex- 
cept when  the  pain  was  very  severe,  and 
then  there  was  an  overlap  or  an  extension  to 
other  segments.  (Fig.  2).  On  the  basis  of  this 


Fig.  2 Distribution  of  pain  from  arm  muscles  in 
two  subjects:  from  rhomboids,  crosses;  from 
flexor  carpi  radialis,  oblique  hatching;  from 
abductor  pollicis  longus,  stippling;  from 
dorsal  interosseus,  vertical  hatching;  from 
first  intercostal  space,  horizontal  hatching. 
(From  Kellgren,  J.  H.,  Clin.  Sc.  3,  1937-38). 

work,  Kellgren  concluded  that  the  pattern 
of  pain  distribution  following  irritation  of  a 
muscle  or  other  mesodermal  structure,  is  de- 
termined by  the  nerve  supplying  the  specific 
muscle  stimulated,  and  may,  consequently, 
be  referred  to  the  other  muscle  and  deep 
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structures  having  the  same  nerve  supply. 

Inman  and  Saunders^  also  produced  deep 
radiating  pain  by  stimulating  mesodermal 
structures  by  means  of  mechanical  and  chem- 
ical agents.  The  pain  so  produced  was  like- 
wise segmental  in  nature,  but  not  strictly  in 
accord  with  the  “skin  area”  distribution  of 
Sherrington  or  the  “dermatome”  area  of 
Head.  In  other  words,  the  pattern  of  distri- 
bution of  the  referred  pain  arising  from  deep 
structure  irritation  did  not  coincide  with  the 
superficial  or  cutaneous  segmental  sensory 
distribution.  This  agrees  with  the  observa- 
tions previously  made  by  Lewis  and  Kellgren, 
that  deep  segmental  pain  is  distinct  from  the 
cutaneous  or  superficial  form  in  its  segmental 
distribution,  though  generally  there  is  a con- 
siderable regional  overlap.  Inman  and  Saun- 
ders suggest  that  this  deep  pain  originates 
from  the  fine  sensory  nerve  endings  located 
in  the  deep  structures,  and  the  pattern  of 
radiation  of  this  pain  will  correspond  to  the 
deep  area  of  innervation  of  the  muscles  and 
ligaments  covered  by  the  nerve  which  sup- 
plies the  deep  structures  irritated.  They  use 
the  term  “scleratomes”  to  refer  to  these  deep 
segmental  areas.  This  is  in  distinction  to 
Head’s  term  “dermatome,”  which  refers  to 
the  superficial  or  cutaneous  segmental  re- 
gions. 

It  should  be  pointed  out  that  there  may  be 
local  sensitivity,  soreness,  and  tenderness  and 
even  muscle  spasm  at  the  site  of  the  referred 
pain,  even  though  this  be  distant  from  the 
area  involved  by  the  pathologic  process.^  It 
is  not  an  uncommon  experience  to  find  an 
area  of  tenderness  in  the  region  of  the  in- 
sertion of  the  deltoid  muscle  or  at  the  deltoid 
tubercle  in  connection  with  the  complaint  of 
pain  referred  to  this  region  in  the  presence 
of  a lesion  of  the  musculo-tendinous  cuff  in 
the  shoulder.  Similarly,  in  the  so-called  bi- 
cipital syndrome  of  the  arm,  the  pain  may  be 
referred  to  the  elbow  and  the  biceps  muscle 
region.  At  this  site  there  may  also  be  definite 
muscle  soreness  and  tenderness,  though  the 
lesion  itself  is  actually  some  distance  removed 
from  these  areas  of  tenderness. 

This  distinctive  segmental  pattern  asso- 
ciated with  deep  and  superficial  pain  is  not 
the  only  significant  differential  feature  of 
these  two  categories  of  pain.  Lewis^  and 
later  Inman  and  Saunders^  have  emphasized 
that  superficial  and  deep  pain  are  essentially 


different;  that  they  represent  two  distinctly 
different  types  of  sensation.  The  quality  of 
pain  then,  as  well  as  its  distribution,  is  of 
differential  significance.  The  pain  produced 
by  irritation  of  deep  structures,  muscles,  liga- 
ments, and  the  periosteum  is  deep,  dull,  bor- 
ing in  nature,  more  or  less  diffuse  without 
sharp  boundaries,  often  having  a quality  of 
heavy  oppressiveness  or  expanding  tension 
that  may  range  from  mild  discomfort  to  an 
intolerably  severe  pain  associated  with 
nausea,  vomiting,  sweating,  lowered  blood 
pressure,  and  even  complete  collapse.  The 
extent  of  the  area  of  radiation  involved  is 
often  roughly  proportionate  to  the  severity  of 
the  pain,  probably  as  the  result  of  interseg- 
mental  extension  and  diffusion  of  the  pain  im- 
pulses. Cutaneous  or  superficial  pain  on  the 
other  hand,  tends  to  be  more  clearly  demar- 
cated; it  is  sharp,  frequently  sudden,  and  may 
be  either  fleeting  or  prolonged  without  much 
variation  in  intensity,  and  never  reaching  a 
state  of  intolerable  severity. 

The  cutaneous  pattern  of  the  distribution 
of  the  sensory  nerve  roots  have  been  carefully 
worked  out.  (Fig.  3)  . It  is  not  always  easy, 


Fig.  3 Dermatomes  in  the  trunk  and  upper  ex- 
tremities. (From  Haymaker  and  Woodhall, 
Peripheral  Nerve  Injuries,  Philadelphia, 
Saunders  1945). 

however,  to  localize  in  the  extremity  the 
exact  nerve  root  involved  for  there  is  a fairly 
extensive  overlap  of  the  cutaneous  distribu- 
tion, and  there  is  a loss  of  segmentation  as 
the  result  of  the  plexus  formation.  Further- 
more, only  a portion  of  the  fibers  of  any  nerve 
root  may  be  involved  and  thus  project  pain 
to  a very  small  portion  of  the  dermatome.^ 
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We  have  under  treatment  at  the  present  a 
patient  with  protrusion  of  the  I.V.  disc  be- 
tween the  6th  and  7th  cervical  vertebra 
whose  initial  complaint  was  that  of  numbness, 
tingling,  prickling,  and  a burning  sensation 
of  the  distal  phalanx  of  his  right  index 
finger. 

There  are  two  other  features  associated 
with  pain  of  nerve  root  origin  that  perhaps 
should  be  mentioned.  These  are  (1)  aggrava- 
tion of  the  pain  by  increased  intra-abdominal 
or  intra-thoracic  pressure,  and  (2)  accentua- 
tion by  stretching  of  the  affected  nerve  root. 

Increased  intra-abdominal  or  intra-thoracic 
pressures  associated  with  coughing,  sneezing, 
or  straining  produce  distension  of  the  epi- 
dural veins  which  lie  in  the  loose  areolar 
tissue  occupying  the  space  between  the  dura 
and  the  hard,  bony  walls  of  the  spinal  canal. 
(Fig.  4).  These  epidural  veins  are  continuous 


Fig.  4 Cross  section  of  spinal  cord  showing  the 
relative  change  in  the  epidural  veins  dur- 
ing straining  (left)  and  at  rest  (right). 
(From  Eaton,  L.  M.,  J.A.M.A.  117,  Oct. 
1941). 

with  the  intervertebral  veins  which  in  turn 
flow  into  the  abdominal  and  thoracic  veins. 
The  intra-thoracic  and  intra-abdominal  in- 
creased pressure  serves  to  force  the  blood 
from  the  large  local  venous  pool  and  produce 
engorgement  and  distension  of  the  numerous 
epidural  veins.  The  pain  is  produced  by  trac- 
tion on  the  affected  nerve  root  resulting  from 
the  displacement  of  the  dura  incident  to  ven- 
ous distension  caused  by  the  intra-abdominal 


and  intra-thoracic  pressure.  Increased  cere- 
bral spinal  fluid  pressure  probably  has  no 
affect  on  the  involved  nerve  root,  and  it  does 
not  cause  aggravation  of  root  pain.^ 

Nerve  root  pain  may  be  reproduced  or  ag- 
gravated by  stretching  the  nerve  roots  in 
such  acts  as  flexing  the  head  far  forward  or 
in  the  case  of  sciatic  pain,  flexing  at  the  hip 
with  knees  extended.  The  nerve  roots  become 
fairly  securely  fixed  in  the  soft  tissue  struc- 
tures immediately  as  they  leave  the  inter- 
vertebral foramina  and  movement  or  alter- 
ations of  these  structures  cause  correspond- 
ing displacement  of  the  associated  nerve. 

ANATOMIC  FEATURES 

The  clinical  symptom  complex  of  bra- 
chialgia  or  cervico-brachial  pain,  whether  on 
a neurogenic  or  non-neurogenic  basis,  is  fre- 
quently referrable  to  mechanical  factors.  Cer- 
tainly in  the  vast  majority  of  cases  the  neu- 
rological signs  and  symptoms  result  from 
direct  mechanical  compression,  whether  in- 
tra-  or  extra-spinal.  The  numerous  possibil- 
ities for  compression  in  the  cervical  brachial 
region  can  be  appreciated  only  in  the  light  of 
knowledge  of  the  anatomy  of  this  region.  We 
may  briefly  survey  some  of  the  pertinent  ana- 
tomic features. 

The  cervical  spine  is  composed  of  seven 
cervical  vertebrae,  and  they  enclose  in  their 
canal  the  eight  cervical  segments  of  the  spinal 
cord.  The  meningeal  membrances  invest  the 
cervical  cord  as  it  does  the  other  portions  of 
the  spinal  cord.  The  subarachnoid  space  con- 
tains the  cerebral  spinal  fluid,  and  this  lies 
between  the  arachnoid  mater,  a filmy,  cob- 
web-like membrane,  closely  approximated  to 
but  separated  by  a potential  space  from  the 
tough  fibrous  dura  mater,  and  the  pia  mater, 
a delicate  membrane  which  closely  invests 
the  cord  structure  proper.  The  very  tough, 
strong  dura  mater  is  suspended  above  from 
the  region  of  the  foramen  magnum  where  it 
is  continuous  with  the  dura  and  periosteum  of 
the  skull.  Surrounding  this  dura  mater  ex- 
ternally is  the  epidural  space  occupied  by  a 
loose  areolar  tissue  and  large  venous  chan- 
nels and  plexuses.  The  spinal  cord  is  fairly 
well  protected  from  external  trauma,  first  by 
the  very  rigid  and  strong  vertebral  canal,  and 
then  by  the  relatively  elastic  cushion  of  epi- 
dural fat,  venous  spaces,  and  the  subjacent 
cerebral  spinal  fluid.  The  roots  of  the  cer- 
vical spinal  nerves  pass  laterally  and  anter- 
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iorly  to  their  respective  intervertebral  for- 
amina, the  dura  becoming  firmly  bound  to 
the  roots  and  continuing  distally  as  the 
epineurium  of  the  spinal  nerves. 

There  are  some  anatomic  features  of  the 
cervical  spine  which  should  be  pointed  out 
if  for  no  other  reason  than  to  avoid  confusion 
in  reference  to  the  level  of  the  nerve  segment 
involved.  There  are  no  intervertebral  discs 
between  occiput  and  atlas  or  between  atlas 
and  axis.  Hence,  the  disc  number  does  not 
correspond  to  the  vertebral  number.  For 
example,  the  4th  intervertebral  disc  is  located 
between  the  5th  and  6th  cervical  vertebrae. 
The  1st  intervertebral  disc  is  very  thin,  and 
this  point,  the  junction  between  the  2nd  and 
3rd  cervical  vertebrae,  is  generally  considered 
a weak  part  of  the  vertebral  spine.  The  cur- 
vature of  the  cervical  spine  is  lordotic,  that 
is,  with  convexity  forward  similar  to  the 
lumbar  region,  and  this  fact  coupled  with  the 
very  marked  mobility  of  the  cervical  spine 
undoubtedly  is  productive  of  very  consider- 
able stresses  on  intervertebral  discs,  particu- 
larly in  acute  forward  flexion.  This  may  be 
related  to  herniation  of  the  intervertebral 
discs  seen  most  frequently  in  the  region  of 
the  5th  and  6th  cervical  vertebrae. 

There  are  eight  cervical  nerve  roots.  The 
first  leaves  the  spinal  canal  between  the  atlas 
and  occiput  and  the  8th  emerges  between  the 
7th  cervical  vertebra  and  the  1st  thoracic. 
There  are  no  distinct  foramina  for  the  1st  and 
2nd  cervical  nerves,  there  being  only  six 
definite  or  distinct  intervertebral  foramina. 
Thus,  in  reference  to  a cervical  level,  it  would 
seem  desirable  to  specify  the  nerve  involved 
or  the  number  of  the  related  vertebra.  The 
six  intervertebral  foramina  from  which 
emerge  the  lower  six  cervical  nerves  are  oval 
in  shape,  and  those  between  the  5th,  6th,  and 
7th  vertebrae  are  more  narrow  than  those 
above  or  below. ^ The  intervertebral  foramina 
are  relatively  large,  and  the  cervical  nerve 
probably  occupies  no  more  than  half  of  the 
available  space.  This  fact  may  be  of  some 
clinical  significance.  Longitudinal  narrow- 
ing of  the  foramen  subsequent  to  thinning  of 
the  intervertebral  disc  probably  does  not 
cause  root  pressure.  Even  in  complete  ob- 
literation of  the  intervertebral  space,  the 
foramen  adequately  accommodates  the  nerve 
without  any  pressure.^  On  the  other  hand, 
reduction  of  the  horizontal  diameter  of  the 


foramen,  whether  it  be  by  osteophytic  spurs 
or  lateral  protrusion  of  intervertebral  disc, 
might  sufficiently  compress  the  nerve  root  to 
be  productive  of  symptoms.  In  considering 
this  matter  of  nerve  root  pressure  as  the  re- 
sult of  reduction  in  the  size  of  the  interver- 
tebral foramen,  one  should  bear  in  mind  that 
changes  in  the  soft  tissue  structures,  the  sup- 
porting ligaments,  and  the  capsular  tissue 
surrounding  the  foramina  may  contribute  a 
very  definite  part  in  the  production  of  nerve 
root  pressure,  and  it  should  be  further  borne 
in  mind  that  irritation  of  the  capsular  tissues 
of  these  small  articular  areas  might  in  itself, 
without  referrence  to  nerve  root  pressure 
per  se,  be  productive  of  radiating  pain  with 
segmental  distribution  in  a manner  similar  to 
that  demonstrated  by  Kellgren. 

Probably  the  most  vulnerable  area  of  the 
cervical  spine  is  the  region  of  the  5th  and  6th 
cervical  segments.  This,  because  of  the  fact 
that  they  represent  about  the  apex  of  the 
curve  or  the  greatest  curvature,  because  of 
the  great  mobility  at  this  site,  and  because 
they  comprise  a transitional  area  between 
the  very  moveable  superincumbent  cervical 
spine,  and  rather  the  fixed  thoracic  spine. 

THE  BRACHIAL  PLEXUS 

As  indicated  above,  spinal  nerves  supply- 
ing the  extremities  do  not  have  the  segmenta- 
tion characteristic  of  the  trunk  nerves.  This 
is  lost  as  the  result  of  the  formation  of  the 
brachial  plexus.  (Fig.  5).  Ordinarily  the  bra- 
chial plexus  comprises  the  anterior  primary 
divisions  of  the  5th,  6th,  7th,  and  8th  cer- 
vical and  1st  thoracic  nerves.  The  most  com- 
mon variations  in  the  brachial  plexus  arise 
from  differences  in  its  component  elements. 
They  are  known  as  the  pre-fixed  and  post- 
fixed  plexuses.  In  the  former  the  entire 
plexus  is  at  a higher,  and  in  the  latter  it  is  at 
a lower  level.  In  the  pre-fixed  plexus  a large 
proportion  of  the  4th  cervical  nerve  enters 
into  the  plexus,  and  correspondingly  fewer 
fibers  of  the  1st  thoracic  nerve  enter  it.  The 
post-fixed  plexus  receives  a relatively  large 
number  of  fibers  of  the  anterior  primary 
ramus  of  the  2nd  thoracic  nerve,  but  receives 
no  fibers  from  the  4th  and  relatively  few 
from  the  5th  cervical  nerves.  Either  of  these 
conditions,  post-fixed  or  pre-fixed  plexuses, 
serve  to  make  the  upper  and  lower  portions 
of  the  plexus  more  vulnerable  to  compres- 
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Fig.  5 Diagram  of  brachial  plexus.  (From  Hay- 
maker and  Woodhall,  Peripheral  Nerve  In- 
juries, Philadelphia,  Saunders,  1945). 

sion  and  traction  and  thus  give  rise  to  sym- 
ptoms of  radiating  pain  in  the  shoulder  and 
arm,  and  especially  in  the  presence  of  other 
anomalies  in  the  cervical  thoracic  region. 

Each  spinal  nerve  root  as  it  emerges  from 
its  groove  in  the  transverse  process  of  the 
vertebra  courses  between  slips  of  origin  of  the 
scalenus  anterior  and  the  scalenus  medius 
muscle.  These  muscles  arise  from  the  anterior 
and  posterior  tubercles  of  the  transverse  pro- 
cesses of  the  cervical  vertebrae.  The  fairly 
marked  intimacy  or  close  opproximation  of 
these  nerve  roots  with  the  scalenus  muscles 
may  result  in  compression  and  symptomatic 
manifestations.  The  scalenii  muscles  are 
fairly  large.  The  scalenus  anterior  and  medius 
both  insert  on  the  first  thoracic  rib,  and  be- 
tween them  lie  the  subclavian  artery  and  the 
roots  of  the  brachial  plexus.  Variations  of  the 
scalenii  muscles  in  the  region  of  origin  or  in- 
sertion, by  virtue  of  close  proximity  to  the 
nerve  roots  making  up  the  brachial  plexus, 
may  cause  compression  upon  any  one  or  all  of 
these  roots.  Swank  and  Simeone,®  in  fact, 
refer  to  two  distinct  types  of  scalenus  anticus 
syndrome,  an  inferior  and  superior  type,  ac- 
cording to  the  portion  of  the  plexus  affected. 

The  first  thoracic  nerve  root,  and  the 


second  in  the  presence  of  a post-fixed  plexus, 
arches  upward  and  is  directed  over  the  1st 
rib  in  a fairly  sharp  curve,  running  just 
lateral  and  slightly  above  the  subclavian 
artery  which  is  interposed  between  it  and  the 
posterior  border  of  the  anterior  scalenus 
muscle.  Fig.  6).  These  structures,  particularly 


Fig.  6 Relation  of  brachial  plexus  and  vessels  to 
the  first  rib  and  clavicle.  (From  Eaton, 
L.  M.,  S.  Clin.  North  America,  26,  Aug. 
1946). 


the  subclavian  artery  and  the  lower  roots  of 
the  brachial  plexus  tend  to  become  displaced 
downward  and  forward  and  are  restrained 
only  by  the  scalenus  anterior  muscle.  You 
will  note  that  the  vascular  and  neural  struc- 
tures course  down  between  the  overlying 
clavicle  and  the  underlying  1st  thoracic  rib. 
This  costo-clavicular  triangle  varies  con- 
siderably in  different  individuals,  and  in  the 
same  individual  under  varying  circumstances. 
The  subclavius  muscle,  which  is  a muscle  of 
considerably  more  bulk  than  is  generally 
realized,  lies  between  these  structures  and  the 
clavicle,  and  more  or  less  cushions  the  im- 
portant vessels  from  the  rigid  clavicle.  Walshe 
and  co-workers,"^  have  emphasized  the  im- 
portance of  the  inter-relationship  of  the  cos- 
tal, the  clavicular  and  the  neurovascular 
structures  at  this  site.  They  point  out  that 
the  major  neuro-vascular  structures  so  closely 
related  to  the  rib  and  clavicle,  may  become 
pinched  or  compressed  between  them,  par- 
ticularly in  the  presence  of  a 7th  cervical  or 
an  abnormal  1st  thoracic  rib. 


CLINICAL  ENTITIES 
We  might  now  briefly  refer  to  some  of  en- 
tities encountered  in  this  realm  of  cervico- 
brachial  pain,  grouping  them  according  to 
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McNaughton’s  classification. 

1. )  Lesions  situated  within  the  spinal  cord 

and  spinal  canal. 

2. )  Lesions  associated  with  pathologic  dis- 

orders of  the  vertebral  column. 

3. )  Lesions  situated  outside  the  vertebral 

column. 

LESIONS  SITUATED  IN  THE  SPINAL 
CORD  OR  WITHIN  THE  SPINAL  CANAL 

Entities  of  this  first  group  are  of  much  less 
frequent  occurrance  than  those  of  the  other 
groups.  Under  this  heading  we  may  consider 
neoplasms,  syringomyelia,  acute  inflamma- 
tory lesions,  herpes  zoster,  and  hypertrophic 
cervical  pachymeningitis. 

NEOPLASMS  of  the  spinal  cord  are  not  a 
frequent  cause  of  cervico-brachial  pain.  The 
extramedullary  tumors  are  much  more  fre- 
quent in  occurrence  than  the  intramedullary, 
constituting  perhaps  upward  of  75  percent  of 
all  cord  tumors.  The  symptoms  and  the  ul- 
timate prognosis  depend  upon  the  location 
and  size  of  the  tumor.  Extramedullary  tumors 
have  a much  better  prognosis  and  are  ordin- 
arily accompanied  by  less  extensive  involve- 
ment of  the  central  nervous  system.  These 
tumors  frequently  give  rise  to  radicular  pain 
extending  to  the  shoulder  and  arm.  As  would 
be  expected  because  of  their  location,  other 
manifestations  of  neurologic  or  spinal  cord 
involvement  are  present,  and,  therefore,  in 
association  with  the  shoulder  arm  pain  there 
is  not  infrequently  alterations  in  sensations 
in  other  parts  of  the  body  indicating  involve- 
ment of  the  sensory  tracts  mediating  pain, 
touch,  position  and  vibratory  sense.  Evidence 
of  motor  involvement  is  frequently  present 
and  should  be  looked  for.  It  may  occur  in  the 
lower  as  well  as  the  upper  extremity  and  is 
usually  manifest  by  wasting,  weakness,  re- 
flex changes  and  some  elements  of  spasticity. 
X-rays  are  often  a great  aid  in  making  the 
diagnosis,  and  one  should  insist  on  films  of 
good  quality  and  multiple  views.  Destruction 
of  a portion  of  the  vertebral  bodies  may  be 
demonstrable.  One  should  look  for  widening 
of  the  intra-pedicular  space,  a condition  not 
infrequently  seen  in  the  presence  of  a neo- 
plasm in  this  region.  Examination  of  the 
spinal  fluid  will  frequently  reveal  changes  in 
its  composition  and  dynamics  suggestive  of 
subarachnoid  block. 

SYRINGOMYELIA  may  produce  a sym- 
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ptom  complex  similar  to  that  caused  by 
tumors  of  the  spinal  cord.  Paresthesias  are 
somewhat  more  common  than  is  pain,  though 
this  is  not  infrequently  seen,  and  it  may  be 
of  a radicular  nature.  When  present,  how- 
ever, it  is  usually  a deep  boring  type  of  pain 
extending  to  the  neck,  shoulder,  and  arm. 
This  process  arises  as  the  result  of  a central 
gliosis  or  hyperplasia  of  the  glial  cells  of  the 
central  canal  of  the  spinal  cord  associated 
with  cystic  degeneration  and  cavitation  in 
the  cord.  This  affects  first  the  gray  matter, 
but  later  extends  to  involve  the  white  matter 
and  major  tracts.  It  does  not,  however,  ex- 
tend laterally.  Its  extension  is  usually  up- 
ward and  downward  and  occasionally  antero- 
posteriorly.  The  symptoms  and  signs  accom- 
panying this  condition  will,  of  course,  depend 
upon  the  extent  and  area  of  the  cord  involved. 
In  its  early  stages,  when  there  is  involvement 
of  only  a small  area,  impairment  or  loss  of 
sensation  of  pain  and  temperature  only  is 
often  seen,  and  these  are  significant  diagnos- 
tic symptoms.  The  fibers  carrying  these  sen- 
sations are  particularly  vulnerable,  passing 
as  they  do  near  the  central  canal  in  the  an- 
terior commissure.  Paresthesias  are  com- 
monly the  first  indication  of  this  disorder, 
though  occasionally  the  first  indication  of  its 
presence  may  be  that  the  patient  unknow- 
ingly sustains  a burn  of  his  finger  from  a 
lighted  cigarette  or  other  hot  object.  The  loss 
of  pain  and  temperature  is  segmental  and  is 
usually  found  on  both  sides  of  the  body  be- 
low the  level  of  the  lesion.  On  the  other  hand, 
position  sense,  deep  pressure,  touch,  etc.,  are 
seldom  impaired  because  of  the  rarity  of  in- 
volvement of  the  posterior  columns.  With 
progression  of  disease  there  is  usually  fairly 
extensive  motor  involvement,  and  this  is  also 
usually  segmental.  Atrophy  of  the  small 
muscles  of  the  hand  is  frequently  the  earliest 
motor  manifestation  of  this  ailment.  These 
motor  manifestations  are  usually  unilateral 
in  the  beginning,  but  later  both  extremities 
become  affected  as  the  process  extends.  Vaso- 
motor disorders  in  the  upper  extremities  and 
Horner’s  syndrome  indicate  involvement  of 
the  sympathetic  fibers  in  the  lateral  horns  in 
the  gray  matter.  This  condition  is  most  fre- 
quently seen  in  the  2nd  and  3rd  decades  and 
is  usually  slowly  progressive.  Treatment  con- 
sists in  drainage  of  the  cavity  and  x-ray  ir- 
radiation. library  of  the 
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INFLAMMATORY  LESIONS  of  the  spinal 
cord  may  on  occasion  give  rise  to  shoulder 
arm  pain.  The  pain  may  be  segmental  in  dis- 
tribution and  accompanied  by  paresthesias, 
hyperesthesias,  and  motor  manifestations. 
There  may  be  a fairly  rapidly  progressive 
paralysis  below  the  level  of  the  lesion.  Diag- 
nosis is  usually  not  difficult  because  of  the 
associated  systemic  signs  and  symptoms,  and 
the  studies  of  the  cerebral  spinal  fluid  often 
reveal  changes  indicative  of  acute  inflam- 
matory process. 

HERPES  ZOSTER  is  an  uncommon  cause 
of  shoulder  arm  pain.  It  is  a virus  infection 
involving  the  posterior  root  ganglia  and  pos- 
terior horns  of  the  spinal  cord.  Rarely  it  may 
extend  to  involve  the  anterior  roots  and  cause 
motor  disturbances.  It  is  seen  most  frequently 
after  40  years  of  age.  The  first  sign  is  fre- 
quently a slight  paresthesia  and  hypersen- 
sitiveness in  the  area  of  the  dermatome  of  in- 
volvement. Pain  later  develops  and  may  be 
very  intense,  and  it  is  usually  burning  in 
character.  This  severe  pain  usually  persists 
throughout  the  acute  stage,  and  after  several 
days,  is  associated  with  the  appearance  of 
small  vesicles  in  the  same  dermatome.  After 
a variable  period  of  from  7 to  21  days  these 
lesions  disappear,  and  their  site  is  marked 
by  a pigmented  area.  Severe,  intractable 
pain  may  follow  this  ailment  and  persist,  es- 
pecially in  older  individuals.  This  represents 
a very  serious  condition  since  there  is  little 
that  can  be  done  to  relieve  this  pain.  Section 
of  the  root  itself  often  fails  to  yield  relief.  It 
is  only  in  the  very  rare  cases  that  there  is 
evidence  of  segmental  motor  involvement. 

HYPERTROPHIC  CERVICAL  PACHY- 
MENINGITIS is  a relatively  rare  condition. 
It  is  a chronic,  low-grade  inflammatory  pro- 
cess invilving  the  dura  mater  causing  thick- 
ening of  the  meninges  in  the  cervical  region 
in  the  spinal  cord.  It  is  difficult  to  distinguish 
this  from  syringomyelia  or  intramedullary 
tumors  of  the  spinal  cord,  as  it  usually  pre- 
sents a symptom  complex  diagnostically  indis- 
tinguishable from  these  entities.  If,  as  is  most 
frequently  the  case,  it  is  the  result  of  a 
syphilitic  infection,  a positive  serology  will 
be  of  considerable  help  in  diagnosis.  The 
treatment  recommended  for  this  condition  is 
removal  of  the  fibrotic,  thickened  posterior 
dural  membrane  and  x-ray  irradiation. 


LESIONS  OF  THE  VERTEBRAL  COLUMN 

Disorders  affecting  the  cervical  vertebrae 
themselves  may  be  productive  of  segmental 
radiating  pain  as  the  result  of  compression 
or  other  stimulation  of  the  nerve  roots,  or  as 
the  result  of  involvement  of  the  contiguous 
mesodermal  structures.  The  more  common 
of  these  entities  are  protrusion  of  the  inter- 
vertebral discs,  arthritis,  inflammatory  le- 
sions, neoplasms,  and  platybasia. 

PROTRUSION  OF  THE  INTERVERTE- 
BRAL DISC:  Appreciation  of  the  part  pro- 
trusion of  the  intervertebral  disc  has  to  play 
in  the  production  of  the  shoulder,  neck,  and 
arm  pain  marks  a real  advance  and  a step  of 
importance  in  medicine.  Semmes  and  Murphy 
in  1943  called  our  attention  to  the  importance 
of  this  factor  as  the  cause  of  segmental  shoul- 
der and  arm  pain,  and  of  the  relative  fre- 
quency of  its  occurrence.  It  is  now  apparent 
that  many  of  the  cases  which  in  the  past  were 
diagnosed  as  scalenus  anticus  syndrome,  bra- 
chial neuritis,  cervical  arthritis,  and  even  cer- 
vical rib,  really  represented  cases  of  protru- 
sion of  the  intervertebral  disc.®  The  sym- 
ptomatology of  protrusion  of  the  interverte- 
bral disc  may  be  quite  varied.  It  may  range 
from  an  isolated  area  of  paresthesia  to  exten- 
sive, severe  pain  involving  the  entire  upper 
extremity,  shoulder  girdle  and  pectoral  re- 
gion, with  paralyss  of  various  muscle  groups 
suppled  by  the  affected  nerves.  Before  the 
publication  of  the  paper  by  Semmes  and  Mur- 
phy in  1943,  it  was  felt  that  only  very  large 
protrusions  of  the  intervertebral  discs  pro- 
duced symptoms,  and  these  were  usually  diag- 
nosed as  cord  tumors  since  their  symptoma- 
tology, as  would  be  expected  because  of  their 
great  size  and  usual  central  location,  sim- 
ulated that  associated  with  neoplasms  of  the 
cord.  Small  lateral  herniations  were  con- 
sidered of  no  clinical  significance.  We  now 
know,  however,  that  the  reverse  of  this  is 
true;  that  is,  that  the  small  lateral  herniations 
are  the  usual  cause  of  symptoms,  and  that  the 
larger  protrusions  seldom  occur. 

Herniation  of  the  cervical  intervertebral 
disc  occurs  more  frequently  in  men  than  wo- 
men, and  by  far  the  most  frequent  site  is  in 
the  lower  cervical  spine,  the  6th,  7th,  and  8th 
segments.  Severe  trauma  does  not  seem  to 
be  directly  related  to  this  entity  in  the  ma- 
jority of  cases.  The  symptoms  are  usually  as- 
sociated with  some  minor  traumatic  incident."? 
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such  as  sudden  jarring  of  the  body  or  twist- 
ing of  the  head  and  neck.  Not  infrequently 
the  episodes  are  preceded  by  stiff  neck  or  the 
so-called  “cricks”  in  the  neck,  and  this  may 
precede  the  onset  of  symptoms  by  many 
months  or  even  years.  Semmes  and  Murphy 
have  pointed  out  that  it  may  well  be  that  this 
stiffness  or  “cricks”  in  the  neck  may  be 
caused  by  changes  occurring  in  the  annulus 
fibrosis  of  the  degenerating  cervical  disc, 
which  changes  precede  the  actual  herniation 
of  the  disc  substance. 

Pain,  stiffness,  and  soreness  in  the  neck 
region  is  usually  the  earliest  sign  of  this  en- 
tity. This  pain  may  be  of  varying  intensity 
and  is  usually  aggravated  by  motion.  How- 
ever, there  may  be  segmental  pain  of  varying 
intensity  with  very  little  or  no  cervical  dis- 
tress. This  neck  pain  is  sooner  or  later  fol- 
lowed by  paresthesias  extending  over  one  or 
more  segments,  depending  on  the  nerves  af- 
fected. Radiating  pain  may  then  appear  of  a 
mild  or  severe  nature.  It  is  usually  sharp, 
knife-like,  and  has  a fairly  definite  radicular 
distribution.  Pain  usually  becomes  the  dom- 
inant symptom  in  the  shoulder,  upper  arm, 
and  forearm.  Numbness,  tingling,  prickling, 
various  paresthesias  are  the  outstanding  sym- 
ptoms occurring  in  the  hands  and  fingers. 
These  sensory  phenomena,  and  particularly 
the  pain,  are  frequently  aggravated  or 
brought  on  by  certain  movements  of  the 
neck  or  acts  which  will  cause  traction  upon 
the  cervical  roots.  Increased  intra-abdominal 
and  intra-thoracic  pressure,  as  already  in- 
dicated, will  also  aggravate  the  pain.  Pres- 
sure applied  at  the  top  of  the  head  with  the 
head  and  neck  flexed  toward  the  affected 
side,  Spurling’s  “foraminal  compression  test,” 
frequently  produces  or  accentuates  the  rad- 
icular pain.  Occosionally  flexion  of  the  neck 
away  from  the  affected  side  will  relieve  the 
pain.  There  may  be  tenderness  over  a small 
area  of  the  dermatomal  region  which  the  in- 
volved nerve  supplies.  The  exact  pattern  of 
segmental  distribution  will,  of  course,  depend 
upon  the  nerve  involved.  Involvement  of  the 
6th  nerve  root  will  produce  pain  in  the 
shoulder  over  the  dorsolateral  aspect  of  the 
arm  and  of  the  forearm,  occasionally  extend- 
ing to  the  thumb  and  index  finger.  Pares- 
thetic manifestations,  such  as  numbness, 
tingling,  etc.,  are  confined  chiefly  to  the 
thumb  and  to  the  index  finger.  The  pain  dis- 


tribution is  the  same  for  involvement  of  the 
7th  root,  but  as  pointed  out  by  Semmes  and 
Murphy,  the  paresthesias  involve  chiefly  the 
index  finger.  Occasionally,  however,  there 
may  be  extension  of  pain  to  the  pre-cordial 
region  when  the  7th  nerve  root  is  implicated, 
simulating  that  of  angina.  Irritation  of  the 
8th  cervical  root  causes  pain  in  the  shoulder 
region  and  usually  gives  rise  to  paresthesias 
and  other  sensory  phenomena  along  the  ulnar 
or  inner  aspect  of  the  arm,  forearm,  and  the 
5th  and  4th  finger. 

Motor  involvement  is  likewise  quite  var- 
iable, but  is  considerably  less  frequently  seen 
than  sensory.  It  is  manifested  by  varying  de- 
grees of  atrophy,  weakness,  fibrillation  of 
muscles  innervated  by  the  affected  root. 
There  may  be  reflex  changes;  diminished  or 
absent  biceps  reflex  indicates  involvement  of 
the  6th  cervical,  and  reflex  changes  of  the 
triceps  points  to  7th  cervical  nerve  root  irrita- 
tion. Eighth  nerve  involvement  may  cause 
atrophy  of  the  small  muscles  of  the  hand. 

X-rays  are  a great  help  in  arriving  at  a 
diagnosis.  Characteristically,  there  is  thin- 
ning of  one,  and  frequently  two  of  the  I.  V. 
spaces  below  the  5th  cervical  vertebra.  (Fig. 
7).  This  is  associated  with  changes  in  the  ad- 
jacent vertebrae  manifested  by  spurring  of 
the  anterior,  and  at  times  the  posterior,  mar- 
gins of  the  contiguous  surfaces  of  these  ver- 
tebra, with  irregularity  and  sclerosis  of  their 
apposing  surfaces. 

TREATMENT:  These  cases  should  be  given 
extensive  conservative  care  before  operative 
intervention  is  considered,  and  this  should 
consist  of  cervical  traction,  heat  and  massage 
to  the  neck,  and  recumbency  until  the  acute 
symptoms  of  pain  have  vanished.  The  em- 
ployment of  a cervical  brace  is  often  of  great 
value.  Activities  which  will  involve  stress 
and  strain  to  the  cervical  region  should  be 
avoided.  Failure  to  respond  to  prolonged 
and  conscientious  conservative  measures  war- 
rants surgical  intervention.  These  discs  are 
usually  quite  small  and  frequently  calcified, 
and  the  extruding  portion  is  removed  through 
a small  laminectomy  aperture.  Following 
this  procedure,  the  patient  is  usually  immed- 
iately free  of  his  pain  though  there  may  be 
a persistance  of  paresthetic  phenomena  for  a 
long  time. 

ARTHRITIS:  I feel  that  it  is  fairly  well 
established  that  both  the  rheumatoid  and 
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Fig.  7 Typical  x-ray  findings  in  cervical  inter- 
vertebral disc  syndrome.  Note  the  thinning 
of  the  intervertebral  space  between  5-C 
and  C-6,  the  sclerosis  and  irregularity  of 
the  apposing  surfaces  of  the  bodies  of  these 
vertebrae,  and  the  marginal  lipping. 

hypertrophic  type  of  arthritis  involving  the 
cervical  spine  might  give  rise  to  a radicular 
type  of  pain  in  the  neck  and  upper  limb.  The 
nerve  irritation  may  result  from  actual  pres- 
sure due  to  hypertrophic  outgrowth,  osteo- 
phytic  encroachment  of  the  neuroformina,  or 
it  might  conceivably  result  from  the  diminu- 
tion in  the  diameter  of  these  foramina  as  the 
result  of  thinning  of  the  intervertebral  discs. 
It  must  be  borne  in  mind  that  the  radicular 
pain  may  arise  as  the  result  of  involvement 
of  the  local  mesodermal  tissues,  the  perios- 
teum, fascia,  and  ligaments  in  this  chronic 
low  grade,  process,  without  necessarily  im- 
plicating the  nerve  root.  Realizing  this,  one 
can  readily  appreciate  why  simple  conserva- 
tive therapeutic  measures  are  often  so  rapidly 
effective. 

INFLAMMATORY  LESIONS  involving  the 
cervical  vertebrae  should  also  be  kept  in  mind 
particularly  in  those  cases  of  cervico-brachial 
pain  of  obscure  etiology,  rendering  diagnosis 
difficult.  Tuberculosis  involving  the  cervical 


vertebra,  while  now  seldom  seen,  frequently 
produces  severe,  intractable  cervico-brachial 
pain  of  the  deep,  boring  type. 

NEOPLASMS  of  the  cervical  vertebrae  are 
rare,  those  of  the  metastatic  type  being  more 
frequently  seen  than  the  primary.  When  they 
occur  they  frequently  produce  pain  which  is 
of  the  deep  type,  constant,  often  worse  at 
night  during  recumbency  and  is  usually 
characterized  by  increasing  severity.  X-rays 
are  of  great  worth  in  establishing  an  accurate 
diagnosis  in  these  conditions. 

BASALAR  IMPRESSION  OR  PLATY- 
BASIA  is  a condition  which  is  rareley  recog- 
nized as  a cause  of  cervical  brachial  pain.  It 
is  characterized  by  malformations  of  the  os- 
seous structures  in  the  occipital  and  atlantal 
region.  It  consists  of  a deformed  foramen 
magnum  and  atlas.  The  latter  is  freqently 
fused  with  the  occipital  bone,  and  the  occiput 
is  pushed  upward  a short  distance  into  the 
cranial  cavity  so  that  the  ondontoid  process 
may  compress  the  medulla  and  cervical  seg- 
ments of  the  spinal  cord.  The  signs  and  sym- 
ptoms produced  by  this  condition  depend 
upon  the  degree  of  mechanical  compression 
of  the  local  neural  structures.  The  sympto- 
matic manifestations  are  frequently  very 
variable  and  may  be  confused  with  such  ail- 
ments as  cervical  cord  tumor  or  syringo- 
myelia. This  condition  may  be  distinguished 
by  x-ray  examination,  and  improvement  has 
been  reported  as  the  result  of  enlarging  the 
foramen  magnum. 

LESIONS  SITUATED  OUTSIDE  THE 
VERTEBRAL  COLUMN 

We  now  come  to  a group  of  entities  which 
are  of  considerable  importance  and  interest. 
The  more  important  of  these  are  the  scalenus 
anticus  syndrome,  cervical  rib,  costo-clavicu- 
lar  syndrome,  and  coraco-pectoral  syndrome, 
and  local  lesions  of  the  shoulder  joint. 

THE  SCALENUS  ANTICUS  SYNDROME. 
This  condition  gives  rise  to  symptoms  indis- 
tinguishable from  those  produced  by  cervical 
rib.  Since  Adson  and  Coffey  in  1927®  re- 
ported relief  of  these  distressing  symptoms 
by  simple  division  of  the  anterior  scalenus 
muscle,  wide  attention  has  been  given  to  this 
structure  and  it  has  been  assigned  a role  of 
very  considerable  importance  as  the  primary 
causative  factor.  It  now  seems  that  its  role 
is  purely  secondary.  Ochsner,  Gage  and  De- 
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Bakey  in  1935^°  called  to  our  attention  their 
observation  made  at  operation  that  the  scal- 
enus anterior  muscle  was  found  to  be  con- 
tracted and  hypertrophied.  They  suggested 
that  this  was  the  result  of  irritation  of  the 
nerves  of  the  brachial  plexus  supplying  this 
structure,  incident  to  pressure  against  the 
1st  rib  due  to  a high  sternum  with  elevation 
of  the  first  thoracic  rib,  depressed  or  low 
placed  shoulder  girdle,  or  an  obnormal  bra- 
chial plexus,  post-fixed.  They  suggested  that 
a vicious  cycle  was  thus  established;  that  is, 
there  is  irritation  of  the  plexus  causing  spasm 
and  hypertrophy  of  the  scalenus  anterior 
muscle  which  in  turn  causes  increased  up- 
ward traction  on  the  first  rib  causing  further 
irritation  to  the  brachial  plexus.  It  is  now 
coming  to  be  recognized  that  such  conditions 
as  protrusion  of  the  cervical  intervertebral 
disc  and  hypertrophic  or  rheumatoid  cervical 
arthritis  give  rise  to  irritation  of  the  asso- 
ciated nerve  root  structures,  producing  sec- 
ondary spasm  and  hypertrophy  of  the  scal- 
enus muscle. 

It,  therefore,  should  be  borne  in  mind  that 
spasm  and  hypertrophy  of  the  scalenus  an- 
terior muscle  undoubtedly  does  give  rise  to 
symptoms;  but  this  may  be  only  a secondary 
factor  and  that  the  real  cause  of  the  sympto- 
matic manifestations  may  lie  in  some  other 
structure,  such  as  protrusion  of  an  interver- 
tebral disc,  and  that  the  scalenus  hypertrophy 
and  spasm  are  only  symptomatic  manifesta- 
tions along  with  those  of  segmental  pain 
radiation.  This  view  would  seem  to  be  quite 
tenable  in  view  of  the  fact  that  while  section 
of  the  scalenus  anterior  muscle  alone  has 
yielded  excellent  results  in  some  cases,  in 
others  the  results  have  been  poor. 

An  anomalus  formation  or  arrangement  of 
the  scalenus  muscles  may  be  responsible  for 
nerve  root  pressure  symptoms.  The  scalenus 
medius  and  anterior  muscles  may  run  to- 
gether as  a single  structure  through  which 
the  trunks  of  the  brachial  plexus  pass,  or 
these  trunks  may  traverse  the  substance  of 
an  otherwise  normal  scalenus  anterior  muscle 
and  thus  be  subject  to  compression,  causing 
symptoms. 

Significant  points  in  the  diagnosis  of  scal- 
enus anticus  syndrome  are,  marked  tender- 
ness to  pressure  over  the  lower  portion  of  the 
scalenus  anterior  muscle  with  aggravation 
of  pain  along  the  ulnar  distribution  of  the 


forearm,  and  palpation  of  a somewhat  tense, 
firm  and  hypertrophied  muscle  mass  at  this 
site. 

Vascular  alterations  as  reflected  in  the 
pulse  and  blood  pressure  during  various  man- 
euvers are  probably  not  of  especial  diagnostic 
significance  because  these  may  be  produced 
in  normal  individuals.  Wright ''i  was  able  to 
cause  obliteration  of  the  radial  pulse  in  over 
80%  of  normal  individuals  by  hyper-abduc- 
tion of  the  arm.  Falconer  and  WeddeF^  were 
able  to  produce  symptoms  of  vascular  com- 
pression in  over  50%  of  normal  individuals  by 
such  movements  as  hyper-extension  of  the 
neck  and  drawing  the  shoulders  downward 
and  backward.  X-ray  studies  should  always 
be  made  in  order  to  permit  an  accurate  sur- 
vey of  the  thoraco-cervical  region. 

CERVICAL  RIB  SYNDROME.  Cervical 
ribs  are  a relatively  uncommon  finding. 
Eaton, 4 who  reviewed  over  7,000  x-rays  of 
the  cervico-dorsal  region,  found  only  45  cases 
having  cervical  ribs,  and  29  of  these  were 
women.  They  are  more  frequently  bilateral 
than  unilateral,  probably  about  80%  occurr- 
ing bilaterally,  and  probably  not  more  than 
50%  of  the  cases  of  cervical  rib  have  sympto- 
matic manifestations.  This  anomalous  struc- 
ture may  be  represented  by  a mere  nubbin 
of  bone  off  the  tip  of  the  transverse  process 
of  the  7th  cervical  vertebra,  or  it  may  be  rep- 
resented by  a complete  rib  with  chondral  at- 
tachment to  the  sternal  region.  This  latter 
condition  is  rarely  seen.  More  frequently  the 
cervical  rib  is  only  partially  formed  and  is 
represented  by  a very  small  segment  of  bone, 
its  distal  representation  being  a ligamentous 
structure  of  varying  bulk  and  length.  To  this 
anomalous  structure  the  scalenii  muscles  fre- 
quently attach  and  its  presence  probably 
causes  a necessarily  higher  ascent  of  the  sub- 
clavian artery  and  of  the  first  thoracic  nerve 
root  — a condition  tending  to  subject  these 
structures  to  irritation  as  a result  of  abnormal 
pressure.  It  should  be  further  borne  in  mind 
that  this  anomaly  is  frequently  associated 
with  abnormalities  of  other  structures  of  the 
cervico-dorsal  region.  I think  it  is  important 
to  bear  in  mind  that  the  mere  presence  of  a 
cervical  rib  should  not  be  interpreted  as  con- 
clusive evidence  of  its  being  the  etiological 
factor  involved  in  any  given  case  of  cervico- 
brachial  pain.  Cervical  rib  per  se  probably 
does  not  give  rise  to  symptoms.  Its  role  in 
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the  cervico-brachial  pain  syndrome  is  un- 
doubtedly only  that  of  providing  a local  ana- 
tomic condition  favoring  mechanical  pressure 
of  the  subclavian  artery  and  the  lower  rad- 
icals of  the  brachial  plexus  when  other  fac- 
tors are  operative.  Among  these  factors  one 
should  consider  the  already  mentioned  post- 
fixed  brachial  plexus  whose  lower  fibers 
must  run  upward  and  then  become  relatively 
sharply  angulated  over  this  abnormal  costal 
element.  A similar  situation  would  prevail, 
of  course,  in  the  presence  of  an  abnormally 
high  first  thoracic  rib.  Descent  of  the  shoul- 
der girdle  which  occurs  with  advancing  years 
and  in  occupations  which  tend  to  involve 
depression  of  the  shoulder  is  another  signif- 
icant factor.  Drooping  of  the  shoulder  girdle 
produces  a narrowing  of  the  costal  clavicular 
space  which  in  turn  tends  to  produce  pres- 
sure upon  the  major  neurovascular  struc- 
tures at  this  site.^  This  would  be  particularly 
so  in  the  presence  of  such  anomalous  con- 
ditions as  a cervical  rib  or  an  abnormally 
high  first  thoracic  rib.  Frequent  irritation 
of  the  soft  tissues  result  in  secondary  in- 
flammatory changes  about  the  neurovascular 
structures,  which  changes  in  themselves  give 
rise  to  the  symptoms  of  compression.  On  the 
other  hand,  it  is  held  by  some®-  13,  14  th^t 
the  chief  cause  of  pain  in  this  condition  is 
the  scalenus  anticus  muscle,  and  that  the 
symptoms  are  produced  by  descent  of  the 
shoulder  which  occurs  'during  the  period  of 
the  greatest  muscular  development,  particu- 
larly in  those  who  indulge  in  strenuous  phys- 
ical activity. 

The  outstanding  symptoms  of  this  syn- 
drome are  those  referrable  to  irritation  of 
the  lower  radicals  of  the  brachial  plexus, 
and  consist  of  pain  in  the  shoulder  region, 
radiating  pain  in  the  elbow  and  the  ulnar 
aspect  of  the  forearm  and  occasionally  in  the 
hand  and  the  4th  or  5th  finger.  Paresthesias 
are  an  extremely  prominent  phenomenon  of 
this  entity,  and  they  may  follow  the  forearm 
and  hand  pain  distribution.  In  the  hand  and 
finger  regions  they  are  more  frequently  seen 
than  pain.  On  occasion  the  pain  extends  to 
involve  the  scapular,  pectoral  and  occipital 
region.  It  may  be  very  variable  and  possess 
the  qualities  of  both  the  deep  and  superficial 
varieties,  or  may  be  represented  primarily 
by  one  of  these.  It  may  be  intermittant  or 
continuous  and  it  is  usually  caused  or  accent- 


uated by  movements  of  the  shoulder  in  a for- 
ward and  downward  direction;  whereas,  ele- 
vation of  the  shoulder  girdle  tends  to  relieve 
the  symptoms. 

Vascular  disturbances  are  not  common  in 
this  condition.  They  may  result  either  from 
direct  pressure  on  the  subclavian  artery  or 
by  implication  of  the  sympathetic  nerve  fibers 
of  the  first  thoracic  nerve  root.  Such  symp- 
toms may  be  represented  by  coldness,  dis- 
coloration and  numbness  of  the  hand.  Gan- 
grene of  the  finger  tips  as  a result  of  throm- 
bosis of  the  subclavian  vessels  has  been  re- 
ported. Motor  manifestations  when  present 
are  chiefly  confined  to  those  muscles  sup- 
plied by  the  lower  elements  of  the  brachial 
plexus.  When  seen  they  are  characterized 
by  atrophy  and  weakness  of  the  interossei 
and  hypothenar  muscles. 

Diagnosis:  X-rays  will  establish  the  diag- 
nosis. Frequently,  the  tip  of  the  cervical  rib 
is  evident  as  a slight  prominence  which  can 
be  seen  and  felt. 

Conservative  treatment  should  be  tried  and 
this  should  be  directed  toward  development 
of  improved  posture  with  maintenance  of  the 
shoulders  erect  and  back,  and  the  develop- 
ment by  progressive  resistance  exercises  of 
the  muscles  of  the  shoulder  girdle,  particu- 
larly those  thoracoscapular  muscles  respon- 
sible for  elevation  of  the  shoulder  girdle. 
With  the  failure  of  conservative  measures, 
operative  intervention  should  be  carried  out. 
The  procedure  of  choice  is  section  of  the  an- 
terior scalenus  muscle  and  removal  of  the 
major  portion  of  the  cervical  rib,  or  the  fi- 
brous extension  of  this  structure. 

CORACO-PECTORAL  AND  COSTO-CLA- 
VICULAR  SYNDROMES.  As  already  in- 
dicated, it  has  been  demonstrated  by  Wright 
^ 1 that  compression  of  the  brachial  plexus 
and  the  sub-clavian  vessels  is  produced  in 
normal  subjects  by  hyper-abduction  of  the 
arm  and  this  was  reflected  in  symptomatic 
manifestations  simulating  those  associated 
with  cervical  rib  and  the  scalenus  anticus 
syndrome.  In  150  normal  individuals,  hyper- 
abduction of  the  arm  produced  obliteration  of 
the  pulse  in  83%  of  the  persons  so  tested.  He 
designated  as  “marginal  position”  the  posi- 
tion immediately  below  that  level  at  which 
the  pulse  fades  out.  In  this  position,  that  is 
the  “marginal  position,”  three  persons  had 
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disappearance  of  the  pulse  by  deep  inspira- 
tion and  eight  merely  by  muscular  contrac- 
tions alone.  He  found  also  that  motions  of 
the  cervical  spine  definitely  affected  the  pulse 
when  the  arm  was  in  the  “marginal  position.” 
The  pulse  was  obliterated  or  diminished  when 
the  head  was  turned  toward  the  side  tested 
and  was  not  appreciably  affected  when  the 
head  was  turned  in  the  opposite  direction. 
Likewise,  hyperextension  reduced  or  oblit- 
erated the  pulse  while  flexion  had  no  such 
affect.  He  demonstrated  on  anatomical  speci- 
mens that  the  position  of  marked  abduction 
of  the  arm  caused  traction  on  the  brachial 
plexus  and  the  sub-clavian  vessel  compress- 
ing them  against  coracoid  process  and  the  pec- 
toralis  minor  muscle.  Fig.  8).  He  further 


drawn  tightly  against  the  pectoralis  minor 
muscle  and  the  coracoid  process  causing 
compression  of  these  nerves  and  vessels  by 
hyperabduction  of  the  arm.  (From  Eaton, 
L.  M.,  S.  Clin.  North  America,  26,  Aug. 
1946). 

showed  that  by  depressing  the  shoulders  and 
at  the  same  time  forcing  them  backward  and 
by  hyperextending  the  neck,  there  occurred 
compression  of  the  neurovascular  structures 
between  the  posterior  surface  of  the  clavicle 
and  its  adjacent  sub-clavius  muscle  and  the 
superior  anterior  surface  of  the  first  rib. 
(Fig.  9).  The  triangular  space  at  this  site  was 
found  to  be  considerably  reduced. 

Falconer  and  WeddeF^  described  this 
phenomenon  and  they  were  able  to  produce 
it  in  25  of  50  normal  men  and  30  of  50  normal 
women.  These  workers  sectoned  the  scalenus 
anterior  muscle  in  one  of  their  cases  diag- 
nosed scalenus  anticus  syndrome,  and  noted 
that  hyperextension  of  the  neck  and  down- 


Fig.  9 Compression  of  the  subclavian  neuro-vas- 
cular  structures  between  the  clavicle  and 
first  rib  caused  by  depressing  and  forcing 
back  the  shoulders.  (From  Eaton,  L.  M., 
S.  Clin.  North  America,  26,  Aug.  1946). 

ward  and  backward  placement  of  the  shoul- 
ders obliterated  the  pulse  following  this  sec- 
tion just  as  it  had  been  noted  to  do  prior  to 
th  section.  They  then  found  that  these  move- 
ments sufficiently  diminished  the  costo- 
clavicular space  to  compress  the  neurovascu- 
lar sub-clavian  structures.  They  therefore 
resected  a small  portion  of  the  first  rib  at  the 
site  of  compression,  and  this  was  followed 
by  complete  relief  of  symptoms  and  the  pulse 
could  no  longer  be  reduced  or  obliterated  by 
extension  of  the  neck  and  downward  and 
backward  placement  of  the  shoulders.  When 
one  realizes  that  such  motions  and  positions 
of  the  head  and  extremity  can  produce  me- 
chanical pressure  on  the  large  neurovascular 
structures  in  the  cervical  subclavian  region 
in  normal  individuals,  one  can  readily  then 
appreciate  the  fact  that  in  the  presence  of 
certain  anomalous  conditions  in  this  region 
such  as,  cervical  rib,  high  raised  first  rib,  ex- 
cessive sagging  or  descent  of  the  shoulders, 
symptomatic  manifestations  as  segmental 
pain,  numbness,  tingling,  formication,  pares- 
thesias of  various  types  might  easily  be  ac- 
counted for  on  the  basis  of  this  mechanical 
compression. 

In  the  light  of  these  contributions  we  are 
provided  with  an  explanation  of  obscure 
syndromes''^  and  given  a rationale  and  hope 
for  the  effectiveness  of  simple  conservative 
therapeutic  measures,  and  chief  amongst 
these  measures  are  the  development  of  those 
muscles  acting  to  maintain  the  shoulder 
girdle  in  an  elevated  position,  and  avoidance 
of  hyper-abducton  and  extenson  of  the  arm. 
In  the  presence  of  anomalous  structures  in 
this  region,  such  as  cervical  rib,  as  demon- 
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strated  in  x-rays,  and  after  the  failure  of  con- 
servative measures,  surgery  should  be  re- 
sorted to. 

LESIONS  OF  THE  SHOULDER  JOINT: 

As  already  indicated  local  lesions  involving 
the  shoulder  joint  and  the  adjacent  structures 
may  be  productive  of  cervico-brachial  pain. 
The  shoulder  joint  is  innervated  by  branches 
of  the  suprascapular,  axillary,  and  subscap- 
ular nerves,  arising  chiefly  from  the  5th  and 
6th  cervical  roots.  Hence,  a lesion  in  the 
shoulder  joint  area  may  cause  pain  along 
the  entire  sensory  distribution  of  these 
nerves;  most  often  being  confined  to  the  deep 
sensory  elements,  as  distinguished  from  the 
superficial  or  cutaneous  distribution. 

The  most  common  lesions  of  the  shoulder 
productive  of  local  pain  frequently  associated 
with  pain  radiating  down  the  arm  are  related 
to  the  soft  tissue  structures  about  the  scapulo- 
humeral joint  — the  periarticular  structures. 
Duplay  16  in  1896  used  the  term  “periarthri- 
tis” in  reference  to  the  painful  stiff  shoulder, 
assigning  pathologic  involvement  of  the  sub- 
acromial bursa  a dominant  role  in  the  pro- 
duction of  the  condition.  Though  Painter, 
1907,  was  probably  the  first  to  call  attention 
to  calcium  deposits  in  the  periarticular  soft 
tissues  of  the  shoulder,  it  was  Codman,i  8 1934, 
who  clearly  elucidated  this  subject.  He  pre- 
sented the  etiology  and  pathology  with  such 
clarity  that  little  has  been  added  since.  He 
pointed  out  that  the  calcium  is  deposited  pri- 
marily in  degenerated  fibers  of  the  fibro- 
tendinous  cuff,  and  the  symptoms  are  prob- 
ably secondary  to  involvement  of  the  synovial 
lining  of  the  subacromial  bursa. 

Codman  also  stressed  the  importance  of  the 
role  of  rupture  of  the  tendon  of  the  supras- 
pinatus  in  painful  stiff  shoulders.  The  rup- 
ture occurs  in  a tendon  weakened  and  worn 
as  the  result  of  degenerative  and  attritional 
changes.  It  is  signalized  by  a sudden  pain  in 
the  shoulder,  and  is  associated  with  varying 
functional  disability;  usually,  however,  there 
is  little  impairment  of  shoulder  function  re- 
maining after  the  acute  symptoms  have  sub- 
sided. 

It  is  very  likely  that  changes,  inflammatory 
and  degenerative,  in  the  biceps  tendon  play 
a major  role  in  this  clinical  syndrome  of  pain- 
ful, stiff  shoulder.  During  the  second  decade 
of  this  century  A.  W.  Meyers^®  in  a series  of 
papers  presented  a wealth  of  information  con- 


cerning changes  in  the  tencjon  of  the  long 
head  of  the  biceps  and  its  related  structures, 
especially  the  bicipital  sulcus.  His  observa- 
tions were  based  on  the  dissections  of  approx- 
imately two  thousand  shoulder  joints  of 
cadavers  in  the  anatomy  laboratory.  About 
this  time  Gilcreest^o  in  discussing  rupture  of 
the  long  head  of  the  biceps  suggested  impli- 
cation of  the  biceps  tendon  in  the  painful 
shoulder.  This  was  followed  a few  years  later 
by  the  enlightening  and  original  work  of 
Pasteur2i  which  served  to  provide  the  clin- 
ical corallary  to  the  exhaustive  anatomic  in- 
vestigations of  Dr.  Meyers.  Many  excellent 
works  on  this  subject,  22.  23,  24,  25  have 
subsequently  appeared  and  abundant  evi- 
dence is  provided  indicating  that  tendinitis 
of  the  long  head  of  the  biceps  is  the  most  fre- 
quent single  cause  of  the  painful  stiff  shoul- 
der. 

Diagnosis  of  these  several  entities  affecting 
the  shoulder  rests  upon  the  local  findings  of 
pain  and  tenderness,  restricted  painful  mo- 
tion and  the  x-ray  findings.  These  localized 
signs  and  symptoms  serve  to  differentiate 
them  from  the  large  important  group  of 
cases  marked  by  neck,  shoulder  and  arm  pain 
resulting  from  direct  nerve  involvement. 


USD  WORKS  ON 
PROTEIN  DEFICIENCY 

World-wide  interest  in  medical  circles  has 
been  aroused  by  experiments  on  protein  de- 
ficiencies underway  in  the  school  of  medicine 
at  the  University  of  South  Dakota.  The  United 
States  Public  Health  Service  has  made  a third 
grant  of  funds  to  continue  the  experiment. 
Dr.  Walter  Hard,  acting  dean  of  the  medical 
school  has  announced. 

Under  the  direction  of  Dr.  Earl  B.  Scott, 
of  the  anatomy  department,  and  Dr.  Charles 
Schwartz,  of  the  biochemistry  department,  a 
study  of  the  effects  of  amino  acid  deficiencies 
is  being  made.  He  described  them. 

It  has  been  found  in  the  first  part  of  the 
study  that  reproductive  organs  and  their 
accessory  glands  are  seriously  deteriorated  by 
the  absence  of  one  of  the  10  essential  amino 
acids,  phenylalanine.  Dr.  Scott  says  that  this 
part  of  the  study,  results  of  which  have  been 
published  in  THE  ANATOMICAL  RECORD, 
also  showed  that  the  absence  of  this  amino 
acid  had  a detrimental  effect  on  part  of  the 

(Continued  on  Page  56) 
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Bronchogenic  Carcinomas  Simulating 
Benign  Lessons* 

C.  Allen  Good,  M.D., 


Bronchogenic  carcinoma  often  masquerades 
in  benign  costume.  The  reasons  for  this  can 
be  understood  more  readily  if  one  considers 
the  origin  and  development  of  the  lesion. 
Bronchogenic  carcinoma  arises  from  the 
mucosa  of  the  tracheobronchial  tree.  As  it 
grows  it  may  extend  into  the  lumen  of  the 
bronchus  or  through  the  wall  into  the  peri- 
bronchial region.  If  growth  is  intraluminal, 


genic  carcinoma  depend  upon  two  factors: 
bronchial  obstruction  and  mass. 

Three  fifths  of  all  bronchogenic  carcinomas 
originate  in  the  primary  or  secondary  division 
bronchi.  Most  of  these  cause  bronchial  ob- 
struction. Those  which  do  not  must  produce 
masses  of  sufficient  size  to  extend  beyond  the 
limits  of  the  hilus  before  they  can  be  seen 
roentgenologically.  Those  cancers  which 


Fig.  la.  Solitary  rounded  shadow  produced  by  a 
bronchogenic  carcinoma  in  the  right  lung  which 
was  subsequently  excised.  The  patient  was  a miner 
with  silicosis. 


obstruction  to  the  airway  occurs.  When 
growth  in  intraluminal  a considerable  mass 
may  develop  before  there  is  encroachment 
upon  the  lumen  of  the  bronchus.  Thus  the 
roentgenologic  manifestations  of  broncho- 


* Read  at  the  meeting  of  the  South  Dakota  State 
Medical  Association,  Aberdeen,  South  Dakota, 
June  4,  1951. 

Section  on  Roentgenology,  Mayo  Clinic, 
Rochester,  Minnesota 


Fig.  lb.  Cavity  in  the  right  lung  surrounded  by 
evidence  of  inflammatory  reaction.  The  lesion  was 
excised  and  proved  to  be  a cavitating  bronchogenic 
carcinoma. 

arise  in  the  tertiary  division  bronchi  or 
further  out  in  the  parenchyma  of  the  lung 
may  cause  bronchial  obstruction  limited  to 
a small  pulmonary  segment.  These  lesions, 
however,  frequently  produce  masses  which 
are  seen  on  roentgenograms  of  the  thorax  as 
solitary,  round  shadows  (fig. la). 

These  solitary  round  shadows  are  indistin- 
guishable from  similar  shadows  produced  by 
granuloma  of  the  lung,  hamartoma,  and  other 
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benign  lesions.  Approximately  15  per  cent 
of  all  bronchogenic  carcinomas  develop  in 
this  manner.  A study  of  solitary  nodular 
lesions  in  the  lung  in  progress  at  the  Mayo 
Clinic  at  the  present  time  indicates  that  30 
per  cent  of  these  masses  are  malignant  if  they 
do  not  contain  calcium  which  can  be  demon- 
strated roentgenologically.  i 

In  some  instances  the  central  portion  of 
the  mass  produced  by  the  cancer  becomes 
necrotic.  If  this  necrotic  material  is  dis- 
charged into  a bronchus  and  coughed  up  a 
cavity  is  formed  (fig.  lb).  The  wall  of  such 
a cavity  may  be  either  thick  or  thin.  The 
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mally  expands  during  inspiration  and  con- 
tracts during  expiration.  At  this  period  of 
growth,  therefore,  signs  of  obstructive  em- 
physema exist.  Foreign  bodies  and  inflamma- 
tory strictures,  such  as  those  produced  by 
tuberculosis,  may  cause  similar  signs. 

When  obstruction  of  the  airway  becomes 
complete  no  more  air  enters  the  involved 
segment  of  lung  and  the  air  which  is  present 
is  absorbed.  The  roentgenologic  manifesta- 
tions at  this  time  are  those  of  atelectasis.  If 
obstruction  develops  suddenly,  perhaps  as 
the  result  of  a mucous  plug,  bronchial  secre- 
tions become  dammed  up,  inflammatory  re- 


Fig.  2a.  Cavitating  bronchogenic  carcinoma  of 
the  lower  lobe  of  the  right  lung  showing  a thin 
wall  and  fluid  level  suggesting  bronchogenic  cyst. 


Fig.  2b.  Lateral  view. 


roentgenologic  shadow  produced  may  be  in- 
distinguishable from  those  caused  by  bron- 
chogenic cyst  (fig.  2)  or  abscess  of  the  lung. 
It  is  also  possible  for  an  abscess  to  develop 
in  the  lung  because  of  the  obstruction  to  the 
bronchus  caused  by  a carcinoma. 

Cancers  which  obstruct  a bronchus  produce 
roentgenologic  shadows  which  are  indis- 
tinguishable from  those  caused  by  any  other 
form  of  bronchial  obstruction.  As  the  lesion 
grows  and  the  airway  is  encroached  upon, 
there  is  a period  when  air  enters  that  portion 
of  the  lung  more  readily  than  it  can  leave. 
This  is  due  to  the  fact  that  the  bronchus  nor- 


action  begins  and  the  segment  of  lung  appears 
to  be  consolidated  (fig.  3).  Such  a sequence 
of  events  produces  both  roentgenologic  and 
clinical  patterns  of  pneumonia. 

More  frequently  bronchial  obstruction 
takes  place  slowly.  Some  of  the  bronchial 
secretion  is  obstructed,  while  the  remainder 
is  discharged.  A few  of  the  branch  bronchi 
beyond  the  obstruction  may  become  com- 
pletely blocked,  while  others  remain  open. 
The  inflammatory  reaction  which  is  pro- 
duced, instead  of  being  segmental  or  lobular, 
is  patchy.  The  shadows  produced  on  the 
roentgenogram  by  these  lesions  may  simulate 
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Fig.  3a.  Bronchogenic  carcinoma  of  the  left  lower  Fig.  3b.  Lateral  view, 

lobe  bronchus  producing  obstruction  and  apparent 
consolidation  of  the  lobe.  The  roentgenologic  ap- 
pearance suggests  lobar  pneumonia. 


Fig.  4a.  Shadow  in  the  right  upper  lobe  re- 
sembling minimal  tuberculosis  but  proved  to  be 
caused  by  bronchogenic  carcinoma. 


Fig.  4b.  Patchy  shadows  in  the  lower  portion  of 
the  right  lung  having  the  roentgenologic  appear- 
ance of  bronchiectasis  but  caused  by  a carcinoma 
of  the  right  lower  lobe  bronchus. 


tuberculosis  (fig.  4a),  bronchiectasis  (fig.  4b) 
or  other  chronic  inflammatory  processes. 

In  the  face  of  such  a confusing  group  of 
lesions,  one  may  ask,  “How  is  it  possible  to 
make  a diagnosis  of  bronchogenic  car- 


cinoma?” The  answer  is  that  the  roentgen- 
ologist alone  does  not  make  such  a diagnosis. 
The  diagnosis  is  made  as  the  result  of  the 
efforts  of  every  member  of  the  medical  team, 
the  physician  who  first  sees  the  patient,  the 
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roentgenologist,  the  clinical  pathologist,  the 
bronchoscopist  and  the  surgeon.  The  greatest 
burden  rests  upon  the  physician  who  first  sees 
the  patient.  A diagnosis  of  bronchogenic  car- 
cinoma is  seldom  made  unless  it  is  first  sus- 
pected. The  disease  must  be  kept  in  mind  in 
any  case  of  pulmonary  disease  in  a person 
over  30  years  of  age,  and  it  should  be  one  of 
the  first  things  to  be  considered  if  the  patient 
is  a male  and  over  40  years  of  age.  It  should 
be  remembered  that  carcinoma  of  the  lung 
may  produce  no  symptoms  and  that  it  may 
exist  in  this  manner  for  months  or  even  years. 
On  the  other  hand,  symptoms  may  begin  sud- 
denly and  the  clinical  course  of  the  disease 
be  one  which  suggests  acute  inflammation. 
Because  these  symptoms  are  due  to  the  in- 
flammatory reaction  secondary  to  bronchial 
obstruction,  they  may  respond  to  the  anti- 
biotic agents  usually  employed  in  the  treat- 
ment of  pneumonia.  Rapid  response  to 
therapy  should  not  allay  suspicion  of  cancer. 

In  its  early  stages  carcinoma  of  the  lung  is 
curable.  To  date  the  only  cure  known  is  sur- 
gical excision.  If  lives  are  to  be  saved  every 
physician  must  maintain  a high  degree  of 
suspicion  for  bronchogenic  carcinoma  and 
must  attempt  to  arrive  at  a definite  diagnosis 
in  all  cases  of  pulmonary  disease.  An  orderly 
sequence  of  diagnostic  maneuvers  should  be 
followed.  Patients  whose  history  and  phys- 
ical signs  suggest  pulmonary  disease  should 
be  examined  roentgenologically.  If  roent- 
genologic evidence  of  disease  is  present  the 
patient  should  not  be  dismissed  until  that 
evidence  has  completely  disappeared.  At  the 
same  time,  studies  of  the  sputum  should  be 
begun,  a search  being  made  for  cancer  cells, 
for  the  tubercle  bacillus  and  for  other  etio- 
logic  agents.  If  the  clinical  or  roentgenologic 
evidence  indicates  bronchial  obstruction,  or 
if  the  lesion  is  situated  in  or  near  the  hilus 
of  the  lung,  a bronchoscopic  examination 
should  be  performed.  Bronchography,  lamina- 
graphy  and  other  specialized  roentgenologic 
procedures  may  be  carried  out.  If,  in  spite  of 
all  diagnostic  maneuvers,  a diagnosis  cannot 
be  made  and  if,  in  spite  of  all  forms  of  ther- 
apy, roentgenologic  evidence  of  disease  per- 
sists, exploration  should  be  considered.  It 
is  permissible  to  undertake  a period  of  ob- 
servation, but  at  no  time  should  this  period 
be  longer  than  one  month  or  six  weeks. 
Evidence  of  growth  or  extension  of  the  lesion 


argues  for  immediate  exploration.  If  the 
lesion  regresses,  observation  should  be  con- 
tinued until  it  disappears.  When  no  change 
takes  place,  exploration  should  be  considered 
seriously. 

It  is  wise  to  remember  the  words  of  Over- 
holt and  Atwell^  who  wrote,  “Everyone  who 
undertakes  to  give  advice  regarding  roent- 
genographic  findings  should  constantly  be 
aware  of  the  possibility  of  cancer  and  of  the 
importance  of  prompt  decisions.  It  is  safe  to 
go  on  the  basis  that  all  abnormal  lung-field 
shadows  in  men  more  than  forty  years  of  age 
be  considered  as  caused  by  cancer  until 
proved  otherwise.” 
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GULLIBLE'S  TRAVELS* 

Guillible,  absent  from  the  last  three  Jour- 
nals, has  had  a slower  schedule  for  a few 
weeks.  Where  he  was  and  dates — 

October  25 — Visited  Pierre  District  at  St. 
Mary’s  Hospital. 

October  28 — Watertown  for  a meeting  of 
the  executive  committee. 

November  1 — Huron  District  meeting  at 
Dr.  Buchanan's  house. 

November  8-9-10 — Medical  Civil  Defense 
Meeting  in  Chicago. 

November  12-13-14 — Journal  rheeting  in 
Chicago. 

November  27 — Met  with  Mrs.  Eva  Child 
of  the  American  Heart  Association,  Sioux 
Falls. 

November  29 — Meeting  of  Minnehaha 
County  Mental  Health  Clinic  Board  of  Direc- 
tors. 

December  4 — Sioux  Falls  District  Medical 
Society. 

December  5 — S.  D.  Mental  Health  Associa- 
tion Board  of  Directors  in  Huron  at  noon  and 
the  Aberdeen  District  Medical  Society  in  the 
evening. 

December  6 — Snow  at  Pierre  — no  trip  to 
Hills  District. 

December  9 — Attended  meeting  of  Basic 
Science  Board  at  Sioux  Falls. 

December  19 — Executive  committee  meet- 
ing in  Huron  to  hear  Larry  Rember  of  the 
A.M.A. 

*Only  executive  secretaries  are  gullible. 
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Complicated  Fracture  of  Hip* 

(Case  Report) 

By  Don  H.  Manning,  M.D.,  Sioux  Falls,  S.  D. 


A young  girl,  17  years  old,  was  in  a jeep 
which  had  a head-on  collision  with  a trans- 
port truck.  She  came  out  on  the  tail  end  of 
the  deal.  She  had  a basal  skull  fracture,  mul- 
tiple lacerations  of  the  face,  a transverse  frac- 
ture across  the  mid  shaft  of  the  right  femur 
and  a mutilated  left  hip  which  includes  a 
fracture  right  through  the  base  of  the  head 
of  the  femur.  The  head  of  the  femur  was 
shattered  and  the  posterior  superior  rim  of 
the  acetabulum  was  shattered  and  she  had  a 
posterior  dislocation  of  the  shattered  head, 
backwards  through  the  rent  in  the  aceta- 
bulum and  the  rent  in  the  joint  capsule  of  the 
hip.  During  the  healing  you  notice  that  there 
is  healing  present  and  a lot  of  calus  and  some 
shortening,  about  a half  an  inch.  She  had 
that  much  when  she  came  to  me  which  was 
51/2  weeks- after  her  original  injury  and  I de- 
cided that  was  plenty  good  enough.  I knew 
that  when  I finished  with  the  hip  she  was 
going  to  have  some  shortening  because  of 
the  trouble  we’d  have  in  the  reconstruction 
in  the  hip  and  maybe  the  legs  would  be  just 
about  equal  in  length. 

That’s  the  picture  of  the  hip  when  I saw 
her.  Faced  with  the  difficulty  of  extensive 
scarring  on  this  girl’s  leg,  and  I knew  that 
she  was  going  to  have  extensive  scarring  be- 
cause in  the  51/2  weeks  the  wounds  on  her 
face  had  healed  and  left  very  heavy  keloids 
making  an  awful  looking  sight.  I told  her 
mother  that  probably  she  would  have  to  have 
scars  on  her  leg  as  well  and  she  said,  “Please 
won’t  you  try  to  do  that  by  closed  method, 
and  reduce  that  hip  and  put  it  back.”  Well, 
I did.  Tried  to  at  least.  In  the  manipulation, 
I heard  same  crunching  and  I didn’t  get  any 
reduction.  We  did  an  inverted  hockey  stick 
type  incision  through  the  skin  and  the  muscle 
and  made  a T-incision  through  the  joint  cap- 
sule on  the  anterior  surface  and  found  the 


* Presented  at  the  McKennan  Hospital  Annual 
Staff  Clinic  Meeting,  November,  29,  1950,  Sioux 
Falls,  South  Dakota. 


neck  protruding  through  a slit  in  the  posterior 
joint  capsule  and  the  joint  capsule  contracted 
down  around  the  neck  so  tightly  that  it  was 
impossible  to  pull  it  back.  I spread  the  joint 
capsule  on  the  posterior  side  and  brought  the 
neck  of  the  femur  back  into  its  normal  re- 
lationship. The  head  stayed  back  posterior 
where  it  was.  When  I dug  the  head  out  there 
were  5 or  6 pieces,  one  about  the  size  of  half 
of  the  head  of  the  femur  and  the  rest  of  it 
was  in  such  small  pieces  that  they  were  use- 
less. They  were  taken  out.  I decided  that  if 
we  would  try  hip  reconstruction  with  the 
piece  that  was  about  the  size  of  half  the  head 
she  might  have  a movable  hip  rather  than  a 
stiff  hip.  I took  this  piece,  reamed  it  out  so 
that  it  was  down  to  dense  bone  beneath  the 
cartilage,  then  reamed  off  the  neck  of  the 
femur  so  that  it  fit  into  the  hole  in  the  half 
of  the  head  of  the  femur  and  put  the  whole 
business  back  into  the  acetabulum.  I didn’t 
try  to  reduce  the  acetabular  fragment. 

I put  her  back  in  the  double  spica  cast  be- 
cause of  the  incomplete  union  of  the  right 
femur  and  she  stayed  in  the  cast  for  3 
months.  Then  we  began  passive  range  of 
motion,  then  active  exercise  in  the  hips.  I 
saw  hei  at  4 months  and  she  had  about  90 
degrees  of  flexion  at  the  hip,  about  15  degrees 
of  abduction,  and  internal  and  external  rota- 
tions practically  nil.  I considered  that  to  be 
pretty  good  so  decided  she  ought  to  start 
weight  bearing  or  at  least  active  excercises 
with  a little  weight  bearing,  I put  her  in  a 
calliper  with  an  ischial  bearing  seat  on  it 
so  that  she  carried  the  weights  from  her 
heel  directly  to  the  ischial  tuberosity.  She 
continued  on  in  that  fashion.  I haven’t  seen 
her  since  then.  I had  one  communication 
from  her.  She  said,  I just  have  to  know  one 
thing.  “Can  I please  ride  on  motorcycles?” 
I wrote  back  and  told  her  to  stay  off  motor- 
cycles forever. 

One  thing  happened  during  this  procedure. 
When  she  came  to  Sioux  Falls,  she  did  not 
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have  a drop  foot.  It  is  quite  common  in 
posterior  dislocations  of  the  hip  even  without 
fracture.  But,  when  she  left  Sioux  Falls  she 
did  have  a drop  foot,  and  numbness  on  the 
foot.  Since  she’s  been  home  she  has  a positive 
Tinel  sign  now  and  may  recover  from  drop 
foot  although  I don’t  expect  it. 

PROTEIN  DEFICIENCY— 

(Continued  from  Page  50) 

adrenal  glands  and  on  the  anterior  pituitary 
gland.  In  addition,  the  researchers  found  that 
there  was  a severe  interference  with  body 
growth.  The  addition  of  the  missing  amino 
acid  to  the  diet  rectified  these  degenerative 
changes.  Young,  white  rats  are  the  exper- 
imental animals  used  by  Drs.  Scott  and 
Schwartz  in  these  experiments. 


On  the  fob! 

Our  volunteer  speakers  are 
saving  thousands  of  lives  to- 
day ...  in  factories  and  offices, 
at  neighborhood  centers  and 
at  organization  meetings  all 
over  this  land . . . showing  peo- 
ple what  they  can  do  to  pro- 
tect themselves  and  their  fam- 
ilies against  death  from  cancer. 

For  information  just  telephone 
the  American  Cancer  Society 
or  address  a letter  to  “Cancer,” 
care  of  your  local  Post  Office. 

American  Cancer  Society 


Advertisement 


From  where  I sit 
jSy  Joe  Marsh 


Jiggs  Gets 
Four  ^^Hot-Foots^^ 


Cappy  Miller’s  bought  himself  a 
new  car.  We  won’t  be  seeing  his  old 
jalopy  bouncing  over  the  back  roads 
any  more.  I’m  going  to  miss  it,  too. 

Many  a morning  Cappy  and  I drove 
off  in  that  rattletrap  for  a day’s  hmit- 
ing  or  fishing.  We’d  pile  rods  or  guns 
in  back,  and  prop  open  the  trunk  com- 
partment— so  Jiggs,  Cappy ’s  pointer, 
could  jump  in  and  go  along. 

They  say  when  Cappy  brought  the 
new  car  home  he  opened  up  the  hood 
to  show  off  the  engine — and  poor  old 
Jiggs  hopped  right  in!  Figured  it  was 
the  trunk.  He  hopped  right  out  in  a 
hurry,  too.  That  cylinder  head  was 
mighty  hot. 

From  where  I sit,  old  habits  are 
hard  to  shake,  once  they  get  a hold. 
For  instance,  too  many  people  are  still 
in  the  habit  of  trying  to  run  their 
neighbors’  fives — telling  them  how  to 
act,  how  and  where  to  practice  their 
profession,  whether  or  not  to  enjoy  a 
glass  of  beer.  I say  that  kind  of  think- 
ing’s outmoded  . . . ought  to  be  turned 
in  for  a new  model! 
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D.  A.  Gregory,  M.D. 


The  meeting  of  the  Council  with  the  Officers  of  the  Dis- 
trict Societies  was  held  in  Huron  on  January,  20th.  Mr.  Leo 
Brown  of  the  A.M.A.,  attended  and  talked  to  us  at  the  lun- 
cheon. He  gave  a good  talk  with  particular  emphasis  on  the 
value  of  Public  Relations. 


We  should  all  be  very  careful  in  our  relation  with  the 
public  and  see  that  our  employees  have  a knowledge  of  the 
value  of  good  public  relations.  We  all  hear  a lot  about  it 
but  to  me  it  seems  to  revert  back  to  an  old  saying  “Do  unto 
others  as  ye  would  they  should  do  unto  you.”  If  one  of  us  is  over  charging  or  insulting  our  pa- 
tients the  whole  profession  is  blamed  for  that  action.  It  is  a favorite  pastime  of  some  politicians 
to  attack  us  and  we  should  be  very  careful  as  the  advocates  of  Socialized  Medicine  are  active, 
well  organized  and  very  very  clever.  They  are  well  versed  in  semantics.  Semantics  is  defined 
as  the  “science  of  meanings  in  language.”  The  masters  of  semantics  are  the  beaurean  heads 
in  Washin_gton  and  the  advocates  of  Socialized  Medicine  are  the  Supreme  Masters  of  the 
science  or  art  of  “double  talk.”  There  are  other  names  for  it. 


Senator  Murray,  a strong  advocate  of  Socialized  Medicine,  called  on  the  Governors  of  the 
States  to  report  on  the  inefficiency  or  insufficiency  of  medical  care  but  probably  their  response 
was  not  favorable  as,  I see  by  the  paper,  he  has  called  it  off  and  not  given  out  the  results  of 
his  poll. 

A free  discussion  between  patient  and  physician  about  fees  is  an  excellent  aid  in  the  pro- 
duction of  good  public  relations.  We  should  also  be  sure  that  the  patient  understands  that  the 
fees  of  Hospitals  are  not  controlled  by  us  nor  are  they  included  in  our  charges.  We  can  reduce 
some  Hospital  charges  by  eliminating  some  unessential  laboratory  examinations.  Teaching  and 
government  Hospital  physicians  use  a very  great  number  of  x-ray  or  laboratory  procedures 
that  markedly  increase  the  cost  of  Hospitalization.  The  tax  payers  pay  their  bills  but  it  is  a 
terrific  charge  on  an  individual. 

The  “National  Fund  for  Medical  Education,”  Chase  Mellon,  Jr.,  Treasurer,  New  York 
City  is  on  the  national  level  and  has  aided  our  Medical  School.  It  is  an  excellent  organzation 
and  worthy  of  help.  You  may  ear  mark  your  contribution  for  South  Dakota  and  it  will  be 
given  to  South  Dakota.  Don’t  however,  forget  our  own  Endowment  Fund  which  was  started 
before  the  National  Fund,  it  is  a permanent  endowment  and  do  your  best  to  secure  bequest  of 
property  or  estate  to  it;  also  DO  NOT  FORGET  YOUR  ANNUAL  DONATION. 

The  medical  school  is  sound  and  in  good  hands.  It  is  doing  a good  job  and  it  is  an  excellent 
school  for  South  Dakota  boys,  they  receive  the  best  training  in  basic  medical  studies.  This 
is  greatly  aided  by  the  preceptor  system  which  educates  both  the  student  and  the  preceptor. 
Remember  Don  Slaughter  initiated  this  preceptor  system  in  South  Dakota. 

This  is  a time  for  unity  and  for  action.  This  is  an  election  year.  We  are  citizens  and  still 
have  the  right  of  free  speech  and  the  ballot.  It  is  reported  that  only  12%  of  physicians  voted 
in  the  last  national  election.  That  is  disgraceful.  If  you  don’t  use  your  ballot  you  may  lose  it. 
Remember  you  still  can  vote  as  you  wish,  you  don’t  have  to  vote  “Ja!” 
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"ANOTHER  MEDICAL  JOURNAL" 

The  first  copy  of  the  Journal  of  the  Stu- 
dent A.M.A.  arrived  on  our  desk  last  month, 
(January).  We  welcome  it  as  an  important 
advent  in  medical  journalism.  It’s  format  is 
attractive  and  it’s  arrangement  of  the  Scien- 
tific Articles,  Socio-Economic  Articles  Fea- 
tures is  very  good.  This  new  Journal  should 
be  very  effective  in  providing  information  on 
socio-economic  phases  of  medicine  as  well  as 
scientific  articles  for  our  medical  students. 

We  commend  the  following  paragraph  of 
it’s  lead  editorial  to  any  of  our  mernbers  who 
are  contemplating  the  writing  of  a paper  for 
publication  in  our  own  Journal.  The  subjects 
presented  regarding  title,  summary  and  con- 
clusion, etc.,  are  very  good. 


SUMMARY  OR  CONCLUSION? 

In  reviewing  articles  for  publication  in  a 
medical  journal,  an  editor  notes  certain  errors 
which  show  up  with  greater-than-average  fre- 
quency. Many  medical  students  (and  some 
graduate  physicians)  are  inadequately  in- 
formed concerning  some  fundamental  princi- 
ples in  the  preparation  of  a manuscript.  Men- 
tion of  the  more  frequent  errors  should  be  an 
aid  to  students  who  are  considering  the  prep- 
aration of  an  article  for  publication  at  some 
future  date. 

In  selecting  the  title  for  a scientific  paper, 
the  most  acceptable  one  embodies  an  all-in- 
clusive description  of  the  subject  material  and 
the  purpose  of  the  article.  The  title  should  be 
clear  and  short. 

When  historical  information  introduces  a 
manuscript,  only  that  historical  data  relevant 
to  material  contained  in  the  paper  should  be 
presented.  It  is  foolish  and  valueless  to  dis- 
cuss the  use  of  sharp  rocks  in  the  Stone  Age 
in  a manuscript  which  describes  a new  scal- 
pel. 

Headings,  subheadings  and  paragraphs 
should  indicate  logical  subdivisions  and  add 
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to  the  clarity  and  understanding  of  the  manu- 
script. No  paragraph  should  run  more  than  a 
single  typewritten  page.  Even  without  a sub- 
heading, a paragraph  should  retain  its  com- 
prehensive character. 

No  manuscript  is  complete  without  a sum- 
mary and  conclusion.  These  are  not  one  and 
the  same.  A summary  is  an  abstract  of  an 
article,  roughly  one-twentieth  its  length.  It 
should  be  complete  so  that  another  publica- 
tion could  reprint  it,  as  written,  as  an  accurate 
epitome  of  the  full-length  article..  Conclu- 
sions, on  the  other  hand,  are  the  author’s  de- 
ductions from  facts  presented  in  the  article. 
Many  times,  the  discriminating  reader  checks 
the  conclusion  before  he  reads  the  article. 
Consequently,  the  conclusion  should  indicate 
the  content  and  scientific  quality  of  the 
article. 

Finally,  an  author  should  realize  that  it  is 
not  necessary  to  include  every  article  he  has 
read  in  the  bibliography.  Nor  should  the 
bibliography  represent  an  accurate  listing  of 
all  literature  concerned  with  the  article.  Only 
those  articles  which  are  referred  to,  or  ac- 
tually employed  in  the  preparation  of  the 
article,  should  be  listed. 

These  few  suggestions  are  little  more  than 
a start.  But  by  following  them,  you  can  pre- 
pare scientific  papers  that  every  editor  looks 
for  . . . but  very  rarely  sees. 


MEDICAL  SCHOOL  AFFAIRS 
COMMITTEE  MEETING 
Marvin  Hughitt  Hotel,  Huron 
January  13,  1952 

The  meeting  was  called  to  order  at  8:10 
P.  M.  by  Chairman  McVay.  Members  present 
were  Price,  McVay,  Saxton,  VanDemark  and 
executive  secretary  Foster.  Others  present 
were  Pfister,  Jernstrom,  Lie  and  Gregory. 

The  minutes  of  the  previous  meeting  were 
read  by  the  executive  secretary  and  approved 
on  motion. 

The  chairman  asked  for  Old  Business.  The 
matter  of  a letter  of  solicitation  to  doctors 
for  medical  endowment  was  discussed.  Dr. 
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Hard  discussed  the  AMA’s  education  founda- 
i tion.  A suggestion  was  made  for  a big  dedica- 
i tion  of  the  new  medical  building  which  could 
i give  a boost  to  the  Endowment  Fund. 

Pfister  moved  to  recommend  to  the  Coun- 
cil that  the  dollar  a year  for  each  year  of 
1 practice  per  physician  be  encouraged  and  to 
be  paid  in  January  or  July  processed  through 
; the  executive  secretary’s  office;  and  that 
greater  activity  be  instigated  for  the  AMA’S 
■ Medical  Education  Foundation.  Seconded  by 
' Price  and  carried. 

New  Business.  A suggestion  was  made  that 
a fitting  memorial  be  made  to  Dr.  C.  P.  Lom- 
I men  who  founded  the  University  of  South 
^ Dakota  School  of  Medicine.  Pfister  moved 
that  the  medical  library  be  titled  “C.  P. 
Lommen  Library.”  Seconded  by  Price  and 
: carried. 

? Dr.  Hard  discussed  a number  of  problems 
of  the  Medical  School. 

Price  moved  that  the  Committee  recom- 
; mend  to  the  Council  that  the  Medical  Asso- 
■ : elation  approve  the  action  of  the  Board  of 
Regents  and  the  Faculty  Board  on  procedures 
a.  in  the  Medical  School.  Seconded  by  Saxton 
» and  carried. 

» Gregory'  moved  that  the  South  Dakota 

1 State  Medical  Association  provide  funds  for 
a delegate  to  the  Student  AMA  each  year,  the 
amount  to  be  set  in  advance  by  the  Council 
or  the  Executive  Committee.  Seconded  by 
Saxton  and  carried. 

Meeting  adjourned  at  11:00  P.  M. 

COUNCIL  MEETING 

Marvin  Hughiit  Hoial,  Huron,  S.  Dak. 

January  20.  1952 

A 

The  meeting  was  called  to  order  by  chair- 
man Van  Demark  at  11:25  A.  M. 

^ The  secretary  called  the  roll:  Officers  pres- 
^ ent  were  Gregory,  Jernstrom,  Brown,  Peeke 
a and  Foster.  Councillors  present  were  Alway, 
» Stoltz,  Davidson,  Morrissey,  Gillis,  Buchanan, 
^ Van  Demark,  Reding,  Lampert,  Spiry  and 
^ Pfister. 

» Pfister  moved  that  the  minutes  of  the  pre- 
M vious  meeting  which  were  published  in  the 
X Journal  be  approved.  Seconded  by  Peeke  and 
K carried. 

^ The  Chairman  asked  for  Old  Business  and 
a discussion  was  held  on  the  appointment  of 
K a medical  member  to  the  Basic  Science  Board. 
W Morrissey  moved  the  appointment  of  a com- 


mittee to  meet  with  Governor  Anderson  on 
the  Board  appointments.  Seconded  by  Spiry 
and  carried.  The  president  appointed,  Greg- 
ory, Pfister,  Rudolph,  Foster,  Davidson  and 
Goldsmith  to  the  committee. 

A discussion  was  held  on  the  Indian  Agency 
fee  schedule.  Dr.  Davidson  moved  the  adopt- 
ion of  the  fee  schedule  and  contract  to  pro- 
vide medical  care  to  indigent  Indians.  Sec- 
onded by  Gillis  and  carried. 

The  Annual  Meeting  program  was  dis- 
cussed. Dr.  Pfister  moved  to  set  up  a regis- 
tration fee  of  $5.00  for  the  annual  meeting  ex- 
cept for  men  in  uniform.  Seconded  by  Reding 
and  carried. 

A discussion  was  then  held  on  the  Medical 
School  Affairs  Committee  recommendations. 
It  was  moved  by  Jernstrom  and  seconded  by 
Spiry  that  the  dollar  a year  contribution  for 
each  year  of  practice  per  physician  be  en- 
couraged and  that  a reminder  be  sent  to  each 
doctor  in  January  or  July  depending  on  his 
date  of  licensure,  and  that  greater  activity  be 
instigated  for  the  AMA’s  Medical  Education 
Foundation.  Motion  was  carried. 

Davidson  moved  that  the  suggestion  should 
be  made  to  the  University  of  South  Dakota 
Medical  School  that  a fitting  memorial  be 
made  to  Dr.  C.  P.  Lommen  who  founded  the 
school.  Such  memorial  being  to  name  the 
new  medical  library  the  “C.  P.  Lommen 
Library.”  Seconded  by  Pfister  and  carried. 
It  was  moved  by  Davidson,  seconded  by  Gillis 
that  the  Council  of  the  State  Medical  Asso- 
ciation approve  the  action  of  the  Board  of 
Regents  and  the  Faculty  Board  on  procedural 
changes  in  the  Medical  School.  Carried. 
Pfister  moved  and  Reding  seconded  a recom- 
mendation that  the  South  Dakota  State  Med- 
ical Association  provide  funds  for  a delegate 
to  the  Student  AMA  each  year,  the  amount 
to  be  set  in  advance  by  the  Council  or  the 
Executive  Committee.  Carried. 

A representative  of  the  Nurses  Association 
reported  on  what  has  been  done  in  the  past 
in  nurse  recruitment.  Buchanan  moved  that 
$100.00  be  appropriated  for  nursing  recruit- 
ment in  South  Dakota.  Seconded  by  Jern- 
strom and  carried. 

Brown  moved  that  the  Chairman  appoint 
a committee  to  draw  up  a resolution  objecting 
to  certain  practices  of  VA  hospitals  with 
reference  to  hospitalization  of  non-service 

(Continued  on  Page  69) 
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Medical  Association  Adopts 
Indian  Service  Program 


The  South  Dakota  State 
Medical  Association,  by  ac- 
tion of  its  Council,  has  ar- 
ranged to  provide  medical 
service  to  indigent  Indians 
on  a fee  basis  program. 

The  program  provides  that 
Indians  covered  in  the  pro- 
gram will  receive  an  author- 
ization to  report  to  a phys- 
ician from  a reservation 
superintendent  or  his  desig- 
nate. The  doctor  will  accept 
the  authorization  and  provide 
the  treatment  after  which  he 
will  bill  the  Indian  Agency 
the  proper  fee  as  indicated  in 
the  fee  schedule  adopted  by 
the  Council.  The  fee  sched- 
ule had  previously  been  ap- 
proved by  the  Committee  on 
Medical  Economics  and  a 
special  committee  of  Black 
Hills  physicians  headed  by 
Dr.  J.  D.  Bailey. 

In  emergency  cases,  the 
doctor  shall  determine  which 
reservation  the  individual 
belongs  to  and  then  may  call 
the  superintendent  for  im- 
mediate authorization. 

Additional  information  on 
the  program  may  be  secured 
from  the  executive  office  of 
the  Association. 

Fee  schedules  will  be 
mailed  to  all  member  phys- 
icians at  a later  date. 


PIERRE  DISTRICT 
ELECTS  COWAN 

The  Pierre  District  Med- 
ical Society  at  its  regular 
meeting  January  17  elected 
Dr.  J.  T.  Cowan,  president. 
Other  officers  were:  Vice- 
President,  C.  L.  Swanson, 
M.D.;  Secretary -Treasurer, 
M.  M.  Morrissey,  M.D.;  and 
Delegate,  L.  C.  Askwig,  M.D. 


BROOKINGS-MADISON 
DISTRICT  ELECTS 

The  Third  District  Medical 
Society  elected  officers  at 
their  regular  meeting  in  Ar- 
lington, January  16.  Sched- 
uled for  speaker  on  the  pro- 
gram was  Dr.  C.  A.  Stern  of 
Sioux  Falls  but  icy  roads  and 
fog  prevented  his  appearance. 

Officers  elected  were: 
President,  E.  T.  Plowman, 
M.D.;  Vice-President,  H.  R. 
Wold,  M.D.;  and  Secretary- 
Treasurer,  C.  M.  Kershner, 
M.D.  Drs.  Austin  and  Wold 
were  named  delegates  to  the 
State  Convention. 


AMA  PRESIDENT 
IS  S.  D.  SPEAKER 

John  W.  Cline,  M.D.,  San 
Francisco,  president  of  the 


American  Medical  Associa- 
tion, has  been  selected  as  a 
speaker  at  the  71st  Annual 
Meeting  of  the  South  Dakota 
State  Medical  Association. 

Dr.  Cline  will  appear  on 
the  program  Monday  after- 
noon May  19  and  will  speak 
on  a medical-economic  sub- 
ject. 

Other  program  speakers 
are  now  being  selected. 


I NEWS  NOTES 

C.  M.  Kershner,  M.D., 

ophthalmologist  with  the 
Watson  Clinic,  Brookings, 
presented  a paper  titled  “The 
Clinical  Significance  of  the 
Blood  Supply  of  the  Visual 
Pathway”  at  the  Pan-Amer- 
ican Congress  of  Ophthalo- 
mology  in  Mexico  City  dur- 
ing their  meeting  January 
6-12. 

*  *  * H: 

Doctors  A.  A.  Lampert  and 
H.  J.  Grau  of  Rapid  City  at- 
tended a course  on  ACTH 
and  Cortisone  at  the  Univer- 
sity of  Minnesota  late  last 
Fall. 

* * 

H.  P.  Adams,  M.D.,  Huron, 
attended  a P.  G.  course  in 
Urology  in  Los  Angeles  in 
October. 

* * 

Dr.  Paul  Tschelter,  Huron, 
attended  the  AMA  interim 
session  in  Los  Angeles  in 
December. 
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South  Dakota  will  be  well 
represented  at  the  National 
Rural  Health  Conference  in 
Denver,  February  28-29.  A.  P. 
Peeke.  M.D.,  chairman  of  the 
State  Association’s  Rural 
Health  Committee  will  at- 
tend as  will  Dr.  Walter  Hard. 
Acting  Dean  of  the  Medical 
School,  and  John  C.  Foster, 
association  executive-secre- 
tary. Dr.  Kenneth  Kaish. 
Philip  will  present  a talk  on 
the  program  telling  how 
small  towns  can  get  a doctor. 
* ^ ^ 

Dr.  H.  L.  Saylor.  Jr.. 

Huron,  was  inducted  as  a Fel- 
low in  the  American  College 
of  Surgeons  at  their  San 
Francisco  meeting. 

* * * 

D.  C.  Cooper.  M.D..  form- 
erly associated  with  Drs. 
Breit  and  Larson  in  Sioux 
Falls  is  now  located  in  Fort 
Dodge,  Iowa. 

J.  H.  Hoskins.  M.D..  Sioux 
Falls  urologist  presented  a 
paper  on  “Differential  Diag- 
nosis of  Uremia”  at  the  In- 
wood-Canton Hospital  meet- 
ing, January  10. 

* * * 

M.  M.  Morrissey.  M.D., 

South  Dakota  Regent  for  the 
International  College  of  Sur- 
geons attended  the  College’s 
Council  meeting  in  Chicago, 
January  26. 

* * * 

Yankton  Clinic  and  Sacred 
Heart  Hospital,  Yankton  are 
now  approved  for  residencies 
in  general  practice. 


DISTRICTS  REPORT 
WINTER  ACTIVITY 

Probably  one  of  the  most 
active  winter  season  for  dis- 
trict medical  societies  was 
reported  with  the  close  of 


the  year  1951. 

In  addition  to  more  sched- 
uled meetings  than  ever  re- 
ported in  one  quarter,  there 
were  many  individual  phys- 
icians reported  as  attending 
refresher  courses,  presenting 
papers  at  district  meetings, 
etc. 

Many  new  members  are 
being  reported  and  all  indica- 
tions point  towards  a banner 
year  in  1952. 


26  BRAVE  WEATHER 
TO  HEAR  BROWN 

Twenty-six  officers  of  dis- 
trict societies  and  councillors 
braved  ice-slick  roads  to  at- 
tend the  third  annual  confer- 
ence of  such  officers  and  to 
hear  Leo  Brown.  AMA’s  pub- 
lic relations  director  in 
Huron,  January  20. 

Scheduled  to  speak  at  11:10 
A.M.,  Brown  appeared  after 
several  flight  cancellations, 
in  time  to  speak  at  the  12:30 
luncheon. 

Brown  spoke  on  various 
problems  now  involving  med- 
ical public  relations  and 
urged  a positive  approach  to 
them. 


BLACK  HILLS  DIST. 

SCHEDULES  MEETINGS 

A schedule  of  coming 
meetings  for  the  Black  Hills 
District  Medical  Society  has 
recently  been  announced.  All 
physicians  in  the  area  at  the 
time  of  any  of  the  meetings 
have  a cordial  invitation  to 
attend.  The  schedule  follows: 

February  12  — Rapid  City 
April  10  — Ft.  Meade 
June  10  — Battle  Mountain 
August  14  — Spearfish 
October  14  — Sanator 
December  11  — Deadwood 


DISTRICT  SOCIETIES 
ELECT  OFFICERS 

Reports  on  election  of  of- 
ficers are  coming  in  slowly 
to  the  Journal  as  of  publica- 
tion deadline  for  this  issue. 
Those  now  reported  are. 
Aberdeen  Dist.  #1 

President  — E.  A.  Rudolph, 
M.D.,  Aberdeen 
Vice-President  — B.  F. 

King,  M.D.,  Aberdeen 
Sec.-Treas.  — C.  L.  Vogele, 
M.D.,  Aberdeen 
Sioux  Falls  Dist.  #7 
President  — J.  V.  McGree- 
vey,  M.D.,  Sioux  Falls 
Vice-President  — T.  J.  Bil- 
lion, Jr.,  M.D.,  Sioux 
Falls 

Secretary  — Don  H.  Man- 
ning, M.D.,  Sioux  Falls 
Treasurer  — Paul  C.  Rea- 
gan, M.D.,  Sioux  Falls 
Yankton  Dist.  #8 

President  — C.  F.  Johnson, 
M.D.,  Yankton 
Vice-President  — Brooks 
Ranney,  M.D.,  Yankton 
Sec.-Treas.  — J.  P.  Steele, 
M.D.,  Yankton 
Black  Hills  Dist.  #9 
President  — F.  R.  Williams, 
M.D.,  Rapid  City 
Vice-President  — J.  M. 

Hamm,  M.D.,  Sturgis 
Sec.-Treas.  — H.  J.  Grau, 
M.D.,  Rapid  City 
Whetstone  Valley  Dist.  #12 
President  — W.  Brinkman, 
M.D.,  Sisseton 
Vice-President  — E.  A. 

Johnson,  M.D.,  Milbank 
Sec.-Treas.  — Dagfin  Lie, 
M.D.,  Webster 


CHEST  PHYSICIANS 
TO  MEET  IN  JULY 

The  Eighteenth  Annual 
Meeting  of  the  American  Col- 
lege of  Chest  Physicians  will 
be  held  at  the  Congress  Hotel, 
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Chicago,  Illinois,  June  5 
through  8,  1952.  A scientific 
program  covering  all  recent 
developments  in  the  treat- 
ment of  heart  and  lung 
disease  is  being  arranged. 

The  Board  of  Examiners  of 
the  American  College  of 
Chest  Physicians  announces 
that  the  next  oral  and  writ- 
ten examinations  for  Fellow- 
ship will  be  held  in  Chicago 
on  June  5,  1952.  Candidates 
for  Fellowship  in  the  College 
who  wish  to  take  the  ex- 
aminations should  contact 
the  Executive  Secretary, 
American  College  of  Chest 
Physicians,  112  East  Chest- 
nut Street,  Chicago  11,  Ill- 
inois. 

Dr.  William  L.  Meyer  of 

Sanator  serves  as  Governor 
of  the  College  for  South 
Dakota. 


POSTGRAD  COURSE 
OFFERED  IN  L.  A. 

Los  Angeles’  largest  an- 
nually held  medical  meeting 
— the  Postgraduate  Assem- 
bly and  Convention,  spon- 
sored by  the  Alumni  Associa- 
tion of  the  College  of  Medical 
Evangelists  School  of  Med- 
icine — has  been  scheduled 
for  March  2-4  at  the  Biltmore 
Hotel. 

The  1952  convention  fea- 
tures such  nationally  prom- 
inent men  as  U.  S.  Army’s 
Major  General  George  Arm- 
strong; Lahey  Clinic’s  Drs. 
Sara  Jordan,  Martin  Tracey 
and  John  Norcross;  A.M.A.’s 
Secretary  and  General  Man- 
ager Dr.  George  Lull;  Joslin 
Clinic’s  Dr.  Priscilla  White; 
Cornell  Medical  School’s  Dr. 
Harold  Wolff  and  Mayo 
Clinic’s  Dr.  Giles  Koelsche, 
to  mention  some  of  the  37 
scheduled  to  lecture  and  take 
part  in  panel  discussions. 


Scientific  exhibits  of  sig- 
nificant educational  and  in- 
formative value  to  physicians 
will  also  occupy  the  attention 
of  the  expected  1,800  attend- 
ing. 

The  popularity  of  last 
year’s  three-day  “short  cour- 
ses” — held  immediately  fol- 
lowing the  assembly  — 
prompts  C.M.E.’s  Alumni  As- 
sociation to  offer  them  again. 
Short  courses  in  therapeutics, 
internal  medicine,  pediatrics, 
roentgenology,  dermatology, 
psychiatry,  surgery,  otolary- 
ngology, urology,  proctology, 
anesthesiology,  and  obstetrics 
and  gynecology  are  to  be 
given  on  March  5,  6 and  7. 
Educators  of  the  West’s  med- 
ical schools  will  serve  on  the 
faculty  for  these  sessions. 

Detailed  information  will 
be  mailed  out  in  the  form  of 
a brochure  within  the  next 
few  weeks  and  will  include 
registration  blanks  for  all 
phases  of  the  assembly. 

For  further  information 
write  Evelyn  R.  Strachan, 
Managing  Director,  312  North 
Boyle  Avenue,  Los  Angeles 
33,  California. 


AEG  FELLOW  STUDIES 
AT  USD  MED.  SCHOOL 

Arrangements  have  been 
made  for  Stanley  Rosenthal, 
holder  of  an  Atomic  Energy 
Commission  Fellowship,  to 
complete  his  work  at  the  Uni- 
versity of  South  Dakota  Med- 
ical School  for  his  PhD. 
under  the  direction  of  Dr. 
Charles  D.  Cox,  Head  of  the 
Department  of  Microbiology. 
The  study  was  initiated  at 
Pennsylvania  State  College 
under  the  supervision  of  Dr. 
Cox.  While  the  University  of 
South  Dakota  does  not  award 
PhD.  degrees,  arrangements 


have  been  made  with  the  par- 
ticipating schools  and  per- 
sonnel to  enable  the  comple- 
tion of  Rosenthal’s  studies. 


CRIPPLED  CHILDREN'S 
HOSPITAL  INVITES 
M.D.  VISITORS 

Lisle  Reese,  executive  di- 
rector of  the  Crippled  Chil- 
dren’s Hospital  and  School  in 
Sioux  Falls  has  extended  an 
invitation  to  all  physicians 
and  guests  at  the  Medical  As- 
sociation’s Annual  Meeting 
to  visit  the  new  school  and 
hospital  building. 

Located  just  south  of  the 
Veteran’s  Administration,  the 
new  building  will  be  occu- 
pied and  functioning  at  the 
time  of  the  meeting  May  18, 
19,  20. 


V.A.  SETS  RULES 

ON  PENICILLIN  USE 

Due  to  the  high  incidence 
of  sensitivity  produced  by 
local  application  of  Penicil- 
lin, the  Council  on  Pharmacy 
and  Chemistry  of  the  Amer- 
ican Medical  Association 
recommends  that  it  not  be 
used  in  this  manner  and  has 
excluded  topical  forms  of 
penicilhn  from  the  1951 
edition  of  New  and  Non- 
offical  Remedies.  In  view  of 
this  action  by  the  Council, 
penicillin  ointments  and 
troches  are  being  recom- 
mended for  deletion  from  the 
VA  Decentralized  Schedule. 

Topical  forms  of  other  anti- 
biotics are  not  affected  by  the 
above  Council  recommenda- 
tion. 

Penicillin  when  used  for 
inhalation  therapy  should  be 
employed  under  conditions 
and  precautions  outlined  in 
the  current  edition  of  New 
and  Nonofficial  Remedies, 
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LUTHERAN  WELFARE 

LISTS  SERVICES 

TO  UNWED  MOTHERS 

Lutheran  Welfare  Society 
has  just  recently  announced 
a condensed  version  of  its 
services  to  unwed  mothers. 
Reason  for  the  announce- 
ment is  the  fact  that  many 
persons  who  are  in  a position 
to  advise  unwed  mothers-to- 
be  are  not  aware  of  the  ser- 
vices offered  by  the  organ- 
ization. Physicians,  particu- 
larly, are  urged  to  take  ad- 
vantage of  the  services  which 
; will  free  them  from  the  ad- 
ditional labor  of  child  place- 
ment. 

Questions  put  to  Mr.  Ben 
! Gjenvik,  director  of  Luth- 
eran Welfare  were  answered 
.i  as  follows: 

Who  is  served?  Any  un- 
; wed  mother,  regardless  of 
age,  race,  color  or  religion. 

What  help  is  available? 
Shelter,  food,  friendly  care 
and  group  living  at  Lutheran 
1 Welfare’s  home,  at  407  N. 

I Spring-  Ave.,  Sioux  Falls. 

! Medical  care  is  available 
from  a panel  of  physicians  as 
is  legal  counsel  from  a panel 
^ of  lawyers.  Confinement 
care  is  offered  at  either  of 
Sioux  Fails’  two  hospitals. 
Social  work  services  are  pro- 
vided by  trained  personnel 
and  religious  discussion 
I groups  of  a non-sectarian 
nature  are  encouraged. 

What  must  the  unmarried 
mother  pay?  Nothing,  if  she 
has  no  resources.  Otherwise 
$7.00  per  week  for  maternity 
I home  care  and  $10.00  per 
week  for  care  of  the  baby  in 
an  agency  supervised  board- 
ing home.  Individual  fees  are 
charged  for  medical  and  hos- 
pital services. 


What  happens  to  her  baby? 
The  mother  decides.  The  un- 
married mother’s  right  to  her 
child  is  respected.  Social 
workers  who  discuss  plans 
for  her  child  with  an  un- 
married mother  exercises 
skill  and  professional  dis- 
cipline so  that  this  decision 
is  freely  made  and  the  un- 
married mother  is  not  swayed 
by  the  social  worker  or  some- 
one else  to  make  a plan  not 
fully  her  own.  If  she  wants 
an  adoptive  home  for  her 
child,  Lutheran  Welfare  pro- 
vides this,  again  respecting 
her  preferences  regarding  re- 
ligion, etc.  of  the  adoptive 
parents. 

What  activities  are  there 
for  unmarried  mothers  at  the 
maternity  home? 

They  assist  with  the  house- 
keeping. Music,  books,  crafts, 
games,  picnics,  walks  and 
other  recreation  activities 
are  provided.  Extension  cour- 
ses on  grade  or  high  school 
level  are  available.  Attend- 
ance of  the  church  she  pre- 
fers is  encouraged. 

May  an  unmarried  mother 
use  Lutheran  Welfare's  social 
work  and  adoption  services 
without  coming  to  the  mater- 
nity home? 

Yes.  Some  unmarried 
mothers  live  with  relatives 
or  at  a job  where  board  and 
room  is  provided,  obtaining 
medical  services  from  their 
own  physician  and  local  hos- 
pital while  using  Lutheran 
Welfare  social  work  services. 

Who  can  refer  an  unmar- 
ried mother  to  the  Lutheran 
Welfare  Society? 

Anyone.  The  Lutheran 
Welfare  Society  works  close- 
ly with  the  person  making 
the  referral  to  provide  the 
best  possible  service  to  the 
unwed  mother. 


To  make  a referral  or  for 
further  information,  write  or 
telephone: 

Lutheran  Welfare  Society 
of  South  Dakota 
327  South  Duluth  Avenue 
Sioux  Falls,  South  Dakota 
Telephone:  8-6031 


G.P.'s  MEETING 
IN  ATLANTIC  CITY 

The  Fourth  Annual  Scien- 
tific Assembly  of  the  Amer- 
ican Academy  of  General 
Practice  will  be  held  in  At- 
lantic City,  N.  J.,  March  24- 
27.  About  7,000  doctors  are 
expected  to  attend. 

An  outstanding  program 
has  been  scheduled,  includ- 
ing John  W.  Cline,  M.D., 
president  of  the  AMA; 
O.  Spurgeon  English,  M.D., 
Temple  University;  and  Wal- 
ter Damechek,  M.D.  of  Bos- 
ton. 


OB-GYN  CONFERENCE 
LISTS  BIG  SCHEDULE 

The  Fifth  American  Con- 
gress on  Obstetrics  and 
Gynecology  will  be  held  in 
Cincinnati,  Ohio,  March  31 
through  April  4,  1952,  at  the 
Netherland  Plaza  Hotel. 


NATIONAL  CONFERENCI 
ON  CANCER  SET 

The  second  annual  Na- 
tional Cancer  Conference 
will  be  held  March  3-5  at  the 
Netherland  Plaza  Hotel  in 
Cincinnati. 

An  outstanding  program 
has  been  arranged  on  all 
phases  of  the  disease. 

PATRONIIE  YOUi? 
ADVERTISERS! 


Fifty-Sixth 

Annual  Meeting 

Sioux  Valley  Medical  Association 

February  26-27-28 
Cataract  Hotel 


Program 


Tuesday  Evening,  February  26 

8:00 — Charles  D.  Cox,  Ph.D. 

Professor  of  Microbiology, 

University  of  South  Dakota 

“Some  Recent  Advances  in  Bacteriology^’ 


Wednesday,  February  27 

MORNING  SESSION 

8:30 — Sound  Movies 

9:00 — Charles  E.  Rea,  M.D. 

Associate  Clinical  Professor  of  Surgery, 
University  of  Minnesota 
“Operative  versus  Nonoperative  Treat- 
ment of  Perforated  Duodenal  Ulcer” 

10:00 — William  C.  Bernstein,  M.D. 

Clinical  Assistant  Professor  of  Surgery 
in  Proctology,  University  of  Minnesota, 
Medical  School 

“Ano-rectal  Diseases  Seen  in  General 
Practice” 

11:00 — Joseph  F.  Gross,  M.D. 

Instructor  in  Orthopedic  Surgery  at 
Creighton  University 
“The  Use  of  ACTH  and  Cortpne  in  the 
Treatment  of  the  Stiff  Shoulder” 

12 :00 — Luncheons 

1.  Surgery  and  Rectal  Diseases 

2.  Orthopedics 

Questions  and  Roundtable  Discussions 

AFTERNOON  SESSION 

1:30— Hermann  Burian,  M.D. 

Associate  Professor  of  Ophthalmology, 
University  of  Iowa 

“The  Doctor  and  the  Cross-eyed  Child” 

2:30 — Charles  E.  Rea,  M.D. 

Associate  Clinical  Professor  of  Surgery, 

University  of  Minnesota 

“Diagnosis  of  Acute  Abdominal  Injuries” 

3:30 — Joseph  F.  Gross,  M.D. 

Instructor  of  Orthopedic  Surgery  at 
Creighton  University 
“Diagnosis  and  Management  of 
‘Hip  Pain’  ” 


5:30 — Social  Hour,  South  Room  Cataract  Hotel 
Your  Host — Arthur  Day  and  A1  Lutzer 
Physicians  and  Hospital  Supply  Company 

EVENING  PROGRAM 
7 :00 — Banquet 

President’s  Address 

R.  H.  McBride,  M.D.,  Sioux  City,  Iowa 
Speaker — C.  W.  Lindstrom 
Industrial  Relations  Manager  of  Swift 
& Co. 

“This  Is  Our  Problem” 

(Informal — Ladies  Expected) 

Favors  for  the  ladies,  courtesy  of  Krei- 
ser’s,  Inc.,  Sioux  Falls. 

Thursday,  February  28 

MORNING  SESSION 
8:30 — Sound  Movies 

9:00 — Kenneth  G.  Kohlstaedt,  M.D. 

Associate  Professor  of  Medicine, 

Indiana  University — Director  of  Lilly 
Laboratory  in  Clinical  Research 
“Present  Concepts  Regarding  the  Changes 
in  Body  Fluids  and  Electrolytes  in  Con- 
gestive Heart  Failure” 

10:00 — Ronald  R.  Greene,  M.D. 

Associate  Professor  of  Obstetrics  and 
Gynecology,  Northwestern  University 
Sponsored  by  South  Dakota  Division  of 
American  Cancer  Society 
“You  Can  Cure  Cancer  of  the  Cervix” 

11:00 — J.  W.  Du  Shane,  M.D. 

Member  Pediatrics  Staff  Mayo  Clinic 
Presentation  of  Pediatric  Cases  and  Dis- 
cussion 

12  ;00 — Luncheons 

1.  Medicines  and  Pediatrics 

2.  Obstetrics  and  Gynecology 
Questions  and  Roundtable  Discussion 

AFTERNOON  SESSION 

1:30 — Kenneth  G.  Kohlstaedt,  M.D. 

Associate  Professor  of  Medicine, 

Indiana  University— Director  of  Lilly 
Laboratory  in  Clinical  Research 
“Management  of  Congestive  Heart 
Failure” 

2:30 — Ronald  R.  Greene,  M.D. 

Associate  Professor  of  Obstetrics  and 
Gynecology,  Northwestern  University 
“Hormones  and  Hogwash  in  Obstetrics” 

3:30— J.  W.  Du  Shane,  M.D. 

Member  Pediatrics  Staff  Mayo  Clinic 
“Gastric  and  Duodenal  Ulcers  in  Infants 
and  Children” 
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Limitations  of  the  Scientific  Method 

by  H.  C.  Batson,  Ph.D. 


Once  before,  in  the  folly  of  my  youth,  I 
was  a school  teacher  as  some  of  you  may  re- 
call with  mixed  emotions.  Just  in  case  you 
have  forgotten,  I taught  bacteriology  to  many 
of  you  pharmacists  when  you  were  students 
at  South  Dakota  State  College  in  the  1930’s. 
That  is  just  a short  time  ago,  in  fact  it  seems 
like  just  last  week.  It  would  be  fun  to  drag 
out  those  old  lecture  notes  and  quietly  put 
you  to  sleep  again.  But  it  probably  wouldn’t 
work  out  because  some  of  you  would  stay 
awake  just  to  be  ornery  and  the  content  of 
my  lectures,  as  compared  with  present  day 
knowledge,  would  reveal  all  too  dramatically 
why  I found  a different  field  in  which  to  make 
a living. 

Those  were  good  old  days,  things  were 
simple  and  even  I had  a pretty  good  compre- 
hension of  the  subject  of  bacteriology  as  a 
whole.  Bacteria  were  either  gram  positive 
or  negative,  there  were  only  four  types  of 
pneumococci,  certain  bacteria  fermented  a 
few  sugars  in  a pattern  which  anyone  could 
memorize,  hormones  served  only  as  the  basis 
for  smutty  jokes  and  antibodies  were  more 
or  less  imaginary  substances  conveniently 
conjured  up  to  explain  reactions  observed  in 
test  tubes.  About  all  the  equipment  we 
needed  was  a platinum  loop,  a Bunsen  burner, 
a couple  slides,  a few  stains,  test  tubes,  petri 
dishes  and  a microscope.  You  could  tell  that 
a bacteriology  lab  was  a bacteriology  lab  at 
a glance.  That  was  a swell  way  to  make  a 
living  (if  you  could  have  made  a living). 

Then  look  what  happened!  The  bio- 
chemists, immunochemists,  biophysicists, 
physiologists,  geneticists,  — yes,  even  the  bio- 
metricians and  mathematicians  moved  into 
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the  domain  of  bacteriology.  Our  labs  suddenly 
were  piled  high  with  Warburg  respirometers 
and  electrophoresis  gimmicks,  phase  micro- 
scopes, electron  microscopes,  refrigerated 
centrifuges.  Sharpies  centrifuges  and  ultra- 
centrifuges, colloid  mills,  ultrasonic  disinte- 
grators, electro-filters,  ion  exchange  resin 
columns,  mass  spectrometers,  flame  photo- 
meters and  dozens  of  other  weird  contrap- 
tions. A self-respecting  conventional  bac- 
teriologist could  hardly  find  a corner  in 
which  to  look  at  his  Gram  stains! 

Bacteriology  suddenly  got  all  cluttered  up 
with  physiology,  — enzymes,  coenzymes 
(constitutive  and  adaptive),  metabolites  and 
antimetabolites;  chemotherapeutic  agents,  — 
prontosil,  sulphanalimide,  sulphadiazine,  and 
a dozen  other  sulphas;  antibiotics,  — gram- 
icidin, penicillin,  streptomycin,  Chloro- 
mycetin, aureomycin  and  hundreds  of  others. 
Antigens  suddenly  became  chemical  entities, 
— polysaccharides,  lipids  and  proteins,  simple 
or  conjugated.  Even  antibodies  got  into  the 
show  and  decided  to  be  gamma  globulins,  — 
strongly  polar  or  non-polar,  univalent,  biva- 
lent, protective,  blocking  or  anamolous;  etc. 

Even  the  poor  little  bacteria  themselves 
got  panicky  and  in  their  fight  for  existence 
borrowed  the  tricks  of  genetic  evolution;  — 
smooth-rough,  virulent-avirulent,  V-W,  mu- 
coid-nonmucoid  and  other  variants  sprang 
up  all  over  the  place.  New  genetic  substrains, 
with  a false  sense  of  security,  thumbed  their 
noses  at  the  sulphas  and  the  antibiotics  and 
almost  lost  their  place  in  the  sun  to  the  miser- 
able ultraparasites  (phages)  which  were 
sneaking  into  the  parade.  Confusion  resigned 
supreme! 

What  really  had  happened?  Modern  science 
had  hit  bacteriology!  Science  hit  my  pro- 
fession with  all  the  impact  that  it  hits  every 
facet  of  our  day  by  day  existence.  What  did 
I do?  What  would  you  do?  I could  hardly 
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talk  the  language  let  alone  comprehend  the 
new  order  of  things.  So  I made  a dignified  re- 
treat and  wound  up  in  biostatistics  which 
most  people  hadn’t  found  out  about  as  yet. 

What  is  the  nature  of  this  sociological  ty- 
phoon which  forced  me  to  change  my  pro- 
fession and  which,  incidentally,  is  revolution- 
izing the  very  way  of  life  for  all  of  us  in  times 
of  peace  and  even  more  dramatically  in  times 
of  war?  What  is  science?  It  is  irresistable,  or 
does  it  have  limitations?  Is  it  self-generating 
and  self-perpetuating?  If  so,  — why  is  this 
great  nation  running  a frantic  race  against 
time  to  bolster  its  scientific  resources  in  a 
desperate  attempt  to  make  our  culture  and 
democratic  ideologies  invulnerable  in  a 
jealous  and  hostile  world? 

Yes,  science  has  its  limitations;  very  real 
and  serious  limitations.  Limitations  we  must 
all  help  to  overcome,  but  before  they  can  be 
identified  clearly  we  must  be  sure  we  under- 
stand just  what  science  actually  is. 

To  some,  science  is  merely  the  accumulated 
mass  of  technical  information  man  has  been 
able  to  gather  and  digest  (at  least  in  part). 
To  others,  science  is  a technique;  a procedure 
followed  by  trained  men  which  permits  the 
accumulation  of  such  information.  To  those 
who  are  particularly  astute  philosophically, 
science  is  a dynamic  force,  a reaching  out  into 
th  unknown,  a series  of  actions  based  on  con- 
cepts and  conceptual  schemes  which  con- 
tinues to  exist  only  so  long  as  it  progresses,  — 
the  information  gained  is  only  a by-product. 

Regardless  of  which  definition  of  science 
you  may  accept,  the  gathering  of  scientific 
information  involves  general  adherence  to 
a procedure  which  has  been  dignified  as  “the 
scientific  method.”  To  the  uninitiated,  this 
is  a mysterious  procedure,  perhaps  even 
sparked  by  a touch  of  Divine  guidance,  and 
commonly  considered  to  be  essentially  in- 
fallible. To  those  of  us  who  are  realists, 
people  like  you  and  me  who  work  for  a liv- 
is  mainly  just  bunk! 

ing,  such  a concept  of  the  scientific  method 

The  procedural  elements  of  the  scientific 
method  are  (1)  speculative  general  ideas,  (2) 
deductve  reasoning,  (3)  experimentation,  and 
(4)  interpretation  of  information  gained  by 
experimentation.  With  a little  thought  it  will 
be  apparent  that  these  same  elements  charac- 
terize essentially  all  intelligent  human  action 
whether  it  be  in  regard  to  operation  of  a farm 


or  business  establishments,  in  public  service 
or  atomic  research.  The  basic  factual  infor- 
mation, training,  and  tools  required  in  various 
ventures  differ,  but  the  sequence  of  action  are 
essentially  similar.  Successful  accomplish- 
ment in  any  field,  in  general,  is  dependent 
upon  employing  reliable  information,  sound 
judgment,  careful  observation  and  accurate 
interpretation  of  findings.  Each  of  these  ele- 
ments of  the  scientific  method  are  of  human 
origin.  None  of  these  come  into  being  or  op- 
erate independently  of  man.  Their  intrinsic 
validity  is  no  greater  than  that  innately  deter- 
mined by  the  capabilities  of  the  men  and  wo- 
men engaged  in  science.  That  is  the  limita- 
tion of  science.  The  greatest  need  of  science 
today  and  tomorrow  — the  desperate,  urgent 
need  — is  for  men  and  women  of  greater 
capability. 

In  its  infancy  science  or  experimentation 
was  the  province  of  the  natural  philosophers, 
the  prototypes  of  our  modern  experimenters. 
The  philosophers  acquired  knowledge  pri- 
marily through  careful  observation  of  natur- 
ally occurring  phenomena  over  which  they 
exercised  no  control.  From  consideration  of 
such  observations  they  attempted  to  deduce 
the  underlying  laws  determining  or  gov- 
erning the  behaviour  of  the  object  of  their 
interest.  It  now  is  obvious  that  scientific  in- 
formation gained  by  that  means  inevitably 
was  severely  limited;  limited  in  quantity  be- 
cause information  could  be  gained  only  when 
there  was  concomitant  natural  occurrence 
and  competent  observation,  — and  limited  in 
quality  or  validity  since  correctness  of  in- 
terpretation was  dependent  solely  upon  the 
reasoning  capability  of  the  observer. 

These  limitations  of  the  methods  of  the 
philosophers  were  early  recognized  and  the 
technique  of  deliberate  experimentation  was 
conceived  — the  technique  of  deliberate  con- 
trol of  conditions  or  environmental  factors 
which  permitted  observation  and  study  of 
cause-effect  relationships  under  combinations 
of  conditions  virtually  unlimited  in  variety. 
The  result  of  adoption  of  the  technique  of 
deliberate  experimentation  is  well  known  to 
you  all.  The  accumulation  of  scientific  in- 
formation or  data  has  reached  such  propor- 
tions that  even  the  magnitude  of  the  mass  of 
organized  knowledge  is  beyond  the  compre- 
hension of  most;  even  the  astute  no  longer 
can  hope  to  achieve  mastery  of  the  factual  in- 


— 66  — 


FEBRUARY  1952 


formation  in  more  than  a narrow  segment  of 
the  whole. 

The  accumulation  of  scientific  information 
(data)  no  longer  is  a deductive  adventure  for 
philosophers.  It  has  become  a profession,  — 
highly  organized,  extremely  competitive  and 
in  many  instances  politically  and  economic- 
ally ruthless.  It  is  an  unfortunate  sociological 
anomaly  that,  in  science,  professional  recog- 
nition and  advancement  usually  are  meted 
out  in  proportion  to  the  volume  of  experimen- 
tation conducted  and  published  by  the  re- 
searcher. This  in  turn,  has  stimulated  ex- 
perimenters to  produce  more  and  more  vol- 
umes of  published  research,  commonly  at  the 
expense  of  quality  and  completeness  and 
often  with  little  regard  for  the  real  need  for 
the  information.  Thus  the  limitation  of  the 
quantity  of  scientific  information  has  been 
overcome  by  the  introduction  of  the  method 
of  deliberate  experimentation,  sociological 
change,  professional  ambition  and  tech- 
nological advance. 

The  other  limitation  of  scientific  informa- 
tion, the  limitation  of  value  or  quality,  has 
not  fared  as  well.  Quality  of  information  is 
dependent  upon  other  factors  than  in  quan- 
tity. Quality  is  not  merely  a function  of  the 
mechanical  precision  or  accuracy  with  which 
observations  are  made.  The  effects  which 
the  researcher  observes  may  be  partially  or 
wholly  unrelated  to  the  experimental  causes 
assumed  to  be  operating.  The  supposed  facts 
or  assumptions  employed  in  designing  and 
interpreting  experiments  actually  may  be 
erroneous.  In  fact,  the  restrictions  inadver- 
tently placed  on  the  experimental  complex 
by  employing  the  ultimate  in  technical  equip- 
ment may  result  in  observations  being  made 
under  such  limited  and  artificial  conditions 
that  the  effects  of  true  interest  cannot  be 
demonstrated.* 

Most  important  of  all,  — regardless  of  the 
precision  of  observations  and  measurements, 
the  collected  data  must  be  interpreted  and 
the  scientific  importance  or  significance  must 
be  assessed  by  the  experimenter.  Validity  of 
final  conclusions  drawn  by  the  experimenter 

* Specific  experiments  illustrating  these  limita- 
tions of  experimental  findings  are  presented  in 
the  following  writings  by  the  author:  Batson, 
H.  C.,  Statistics  in  experimental  immunology, 
Ann.  N.  Y.  Acad.  Sci.,  52i862-876,  1950,  and  Bat- 
son, H.  C.,  Statistical  Methods  in  immunology, 
to  oppear  in  the  June  1951  issue  of  the  Journal 
of  Immunology. 


thus  are  dependent  directly  upon  and  are  de- 
termined by  his  judgment  and  experience 
and,  perhaps,  even  his  intuition. 

Since  the  volume  of  information  has  be- 
come so  great  that  no  one  can  hope  to  achieve 
true  competence  in  more  than  one  field  of 
science,  and  since  with  technological  ad- 
vances problems  of  greater  and  greater  com- 
plexity are  being  attacked,  organized  research 
teams  of  groups  of  experts  are  the  order  of 
the  day.  The  accomplishments  of  such  teams, 
such  as  in  the  development  of  penicillin  or 
the  atom  bomb,  are  well  known.  Yet  such 
organization  has  not  solved  the  problem  of 
the  limitation  of  the  quality  of  information, 
— in  fact  it  has  intensified  it.  The  demand 
for  men  who  can  interpret  vast  quantities  of 
information  of  broad  scope  is  more  acute 
than  ever!  Yet  the  supply  of  such  men  ac- 
tually is  decreasing  due  to  greater  and  greater 
specialization  in  their  training.  This  is  the 
problem  of  paramount  importance  today. 
America’s  greatest  need  is  for  scientific  gen- 
eralists! 

This  may  appear  to  be  a strange  and  in- 
appropriate discussion  to  present  to  a group 
of  South  Dakota  pharmacists.  Yet  it  has  been 
deliberate,  partly  because  it  is  your  duty  as 
American  citizens  to  recognize  the  problem. 
But,  of  greater  importance,  whether  you  real- 
ize it  or  not,  you  are  in  a unique  position  to 
offer  help.  The  great  midwest,  in  proportion 
to  population,  is  one  of  the  most  productive 
areas  in  contributing  leaders  to  science.  Fact- 
ual information  is  available  to  confirm  that 
statement  most  of  you  know  it  from  your  own 
experience.  I don’t  know  if  this  is  because 
of  racial  stock,  environment,  economic  ex- 
igencies or  sociological  history,  — that  is  be- 
side the  point.  You  as  pharmacists,  along 
with  your  doctors,  symbolize  science  in  your 
communities.  Perhaps  you  have  not  thought 
of  it  in  that  way  but  you  are  smart  business 
men  and  no  doubt  you  have  noticed  that 
whenever  you  put  a scientific  display  in  your 
windows,  more  than  one  young  boy  or  girl  has 
stood  in  front  and  spun  his  day  dreams.  Prob- 
ably he  has  no  concept  of  what  a life  ded- 
icated to  science  entails.  Perhaps  he  visual- 
izes himself  as  a Cori,  a Landsteiner  or  a 
Ferme  — even  an  Einstein,  — a goal  he  prob- 
ably can  never  reach.  Nevertheless,  you,  by 
virtue  of  the  symbolism  of  your  profession 

(Continued  on  Page  69) 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

A.  O.  Bittner 


PHYSICIANS  AND  PHARMACISTS  BEWARE 

Have  you  been  recently  approached  by  one  or  more  in- 
dividuals who  have  in  their  possession  a formula  on  a slip 
of  paper  as  follows;? 

Phenol  M X 

Deod.  Tr  Opium  oz  I 
Olive  Oil  oz  I 

The  carrier  presents  this  slip  of  paper  as  a prescription 
given  to  him  by  his  family  doctor  and  same  is  the  only  relief 
he  can  get  for  an  ailment  that  he  has  described  as  a painful 
fissure  of  the  rectum.  He  describes  that  he  uses  same  via  injection  into  the  rectum.  They  ap- 
proach usually  the  busy  physician  and  obtain  a prescription  which  is  filled  without  too  much 
scrutiny  by  the  pharmacist.  On  the  face  of  it,  this  composition  does  not  arouse  suspicion  of  a 
misuse  except  that  the  amount  of  Tr.  of  Opium  is  in  excess,  usually  used  or  prescribed  for 
therapy  of  this  kind,  however,  many  of  the  older  prescriptions  used  this  combination.  Well, 
Aberdeen  druggists  were  not  alarmed  until  a refil  came  in  at  the  writer’s  pharmacy  and  the  pre- 
scribing physician  had  to  be  contacted.  In  the  meantime  a certain  amount  of  suspicion  was  a- 
roused  by  the  pharmacist  and  the  attention  was  directed  to  the  physician  that  there  may  be  a 
misuse,  so,  the  physician  prescribed  Rectalgin.  He  promptly  refused  this  remedy  and  demanded 
a refund.  Then  a check  was  made  with  the  other  stores.  A few  others  had  like  prescriptions 
given  by  different  physicians.  Our  local  chief  of  police  was  informed  and  he  advised,  if  another 
prescription  came  in  to  notify  him  before  delivery  was  made,  this  happened  the  day  of  this 
writing.  The  party  was  apprehended  and  taken  to  headquarters  for  questioning.  Absolute 
innocence  was  professed  by  the  addict  in  the  beginning,  but  after  the  routine  of  inspection  that 
was  given,  the  complete  story  was  revealed.  Among  his  possessions  he  had  a medicine  dropper 
and  a hypo  syringe  and  his  arms  revealed  the  injection  sites  and  the  method  he  used.  Truly 
the  phenol  content  would  satisfy  anyone  of  no  misuse  especially  for  an  I.  V.  But  a simple  pro- 
cedure in  letting  the  mixture  stand  made  a separation  possible  between  the  oil  and  the  opiate. 
Not  being  a chemist  I cannot  conclude  the  amount  of  the  phenol  that  have  been  taken  up  by  the 
Tr  of  Opium,  but  I conclude  that  most  of  the  phenol  was  absorbed  by  the  oil.  He  simply  intro- 
duced the  dropper  beneath  the  oil  level  or  with  same  withdrew  all  of  the  oil  until  he  had  the 
pure  opiate  which  he  use  ad  lib.  In  his  admission  he  or  his  other  compainion  have  been  mak- 
ing the  cities  of  Brookings,  Watertown,  Aberdeen  and  Mobridge.  He  was  extremely  surprised 
by  our  chiefs  knowledge  when  apprehended  and  easily  admitted  that  he  was  an  addict.  He  also 
admitted  petty  larcenies  from  which  he  would  obtain  funds  to  secure  his  opiate  requirements. 

OUR  FAIR  TRADE  BILL  (McGuire  Bill  H.R.  5767) 

The  looked  for  and  expected  difficulties  in  this  piece  of  legislation  to  restore  Fair  Trade 
as  experienced  successfully  in  business  transactions  between  the  maker,  wholesaler,  dealer, 
and  consumer,  then  suddenly  receiving  a setback  by  the  Supreme  Court  last  May  invaladat- 
ing  the  (nonsignor  clause)  hare  become  a scene  of  action  and  fight.  The  opponents  are  at  work 
with  maneuvers  and  the  future.  The  long  looked  for  and  expected  difficulties  in  this  niece  of 
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legislation  to  restore  Fair  Trade  have  appeared  on  the  scene.  The  opponents  are  at  work  with 
maneuvers  and  already  it  has  taken  a lot  of  work  and  time  in  the  form  of  hearings  with  the 
N.A.R.D.  legal  staff.  The  McGuire  Bill  is  being  attacked  from  various  angles,  some  Fair  Trade 
groups  believe  it  not  to  be  the  looked  for  remedy.  The  main  controversy  seems  to  be  about 
the  opinions  that  the  various  attorneys  have  as  to  what  should  be  done  and  what  not,  however, 
the  N.A.R.D.  staff  of  attorneys  after  the  second  hearing  on  the  bill,  making  a few  minor 
changes  conclude  that  if  enacted  will  overcome  the  objections  that  the  Supreme  Court  had 
against  Fair  Trade.  We  must  support  this  McGuire  Bill  100%  when  called  upon  to  send  tele- 
grams, letters  or  make  phone  calls.  When  Chan  calls  you  to  action,  drop  that  pill  tile  and  act. 


SCIENTIFIC  METHOD— 

(Continued  from  Page  67) 

have  an  opportunity  to  give  him  just  the 
nudge  he  may  require  to  try  to  reach  his  goal. 
Do  you  think  I’m  kidding?  — I know  what 
I’m  talking  about,  — I was  one  of  those  kids. 
I remember  standing  in  front  of  M.  E. 
Crockett’s  drug  store  in  Sisseton  in  the  1920’s 
and  viewing  just  such  a display.  Many  of  you 
have  had  similar  experiences.  Assume  your 
responsibility  to  society.  Keep  your  eyes  open 
and  when  that  kid  shows  up  at  your  store 
give  him  the  few  necessary  words  of  en- 
couragement and  advice.  There  probably  is 
only  one  chance  in  a thousand  he  will  make 
the  grade.  But  your  country  will  need  that 
one  man  in  a thousand  in  science  twenty  years 
from  now  — and  may  need  him  desperately. 


COUNCIL  MEETING— 

(Continued  from  Page  59) 

connected  disabilities  in  veterans,  the  com- 
mittee to  report  to  the  House  of  Delegates  in 
May.  Motion  seconded  by  Mayer  and  carried. 
Pfister,  Brown,  and  Mayer  were  appointed 
by  the  Chairman  to  the  Committee. 

A discussion  was  held  on  the  raising  of  dues 
to  $50.00  for  governmental  employees.  No 
action  taken.  This  was  followed  by  a dis- 
cussion of  nominal  dues  for  residents.  No 
action  taken. 

I Mayer  moved  that  the  chairman  and  presi- 
! dent  be  empowered  to  select  a delegate  to  the 
AMA’s  Education  Foundation.  Seconded  by 
Jernstrom  and  carried. 

The  Red  Cross  blood  program  for  VA  pur- 
poses was  discussed.  No  action  taken. 

Morrissey  moved  that  a resolution  be 
I drawn  up  urging  better  pay  schedules  for 
I public  health  medical  personnel.  Seconded 
by  Jernstrom  and  carried. 


Dr.  Mayer  moved  that  F.  E.  Clough,  M.D., 
be  presented  with  a Fifty  Year  pin.  Seconded 
by  Alway  and  carried. 

Davidson  moved  and  Reding  seconded  that 
F.  M.  Blezek,  M.D.  of  Tabor  be  named  an 
honorary  member.  Carried. 

Dr.  Jernstrom  moved  that  Dr.  C.  E.  Robbins 
of  Pierre  be  named  an  honorary  member. 
Seconded  by  Davidson  and  carried. 

The  meeting  adjourned  at  3:25  P.  M. 
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AUXILIARY  ACTIVITIES 


Dear  Auxiliary  Members: 

By  the  calendar  a new  year  has  just  be- 
gun, but  your  officers  find  that  much  of  their 
year  has  gone,  and  work  remains  to  be  done. 
Definite  goals  have  been  set,  and  these  have 
been  enumerated  for  you  in  previous  letters 
thru  the  Journal  of  Medicine  and  Pharmacy 
and  thru  the  two  issues  of  the  NEWSLETTER 
which  I hope  each  of  you  has  received. 

It  is  not  possible  to  attain  these  goals  with- 
out the  wholehearted  cooperation  of  the  in- 
dividual members  and  so  we  are  counting  on 
you  to  make  them  possible.  We  must  have 
pride  in  our  organization  and  its  accomplish- 
ments on  a national,  state  and  local  level.  Our 
national  officers  are  being  called  upon  reg- 
ularly to  take  part  in  meetings  called  by 
branches  of  the  Medical  Association,  because 
the  Woman’s  Auxiliary  to  the  American  Med- 
ical Association  has  proven  its  worth.  The 
Seventh  National  Conference  on  Rural  Health 
is  being  held  in  Denver,  Feb.  29  and  Mar.  1, 
and  our  own  Mrs.  Harold  Wahlquist  is  sched- 
uled to  open  the  program  on  March  1. 

This  is  an  election  year  and  it  is  the  respon- 
sibility of  each  of  us  to  keep  informed.  Presi- 
dent Truman  has  created  “The  President’s 
Commission  on  the  Health  Needs  of  the  Na- 
tion” as  his  first  step  in  the  pursuance  of  his 
determination  to  secure  national  legislation 
for  health  insurance.  This  commission  will 
be  financed  with  National  Defense  funds,  and 
is  to  function  for  one  year.  Its  purpose  is  “to 
make  a critical  study  of  our  total*  health  re- 
quirements, both  immediate  and  long  term 
but  we  have  come  to  suspicion  the  motives. 
Let  us  keep  informed  and  let  us  not  hesitate 
to  notify  our  congressmen  of  our  feelings. 

Several  districts  are  doing  fine  work  in  our 
promotion  of  “Today’s  Health.”  Your  districts 
quota  is  one  subscription  per  member  so  help 
them  meet  it.  I know  of  one  Auxiliary  mem- 
ber who  has  sent  in  30  subscriptions,  and  an- 
other who  has  sent  in  10.  This  is  exceptional 
cooperation,  but  let’s  each  of  us  do  our  part. 


Our  annual  convention  will  be  held  May 
18,  19  and  20  in  Sioux  Falls  and  it  is  not  too 
soon  for  you  to  be  making  plans  to  attend. 
It  is  my  hope  that  we  can  have  the  largest  at- 
tendance we  have  ever  had  at  a convention 
and  we  promise  you  that  there  will  be  time 
for  shopping  and  entertainment,  besides  time 
well  spent  in  carrying  on  the  business  of  the 
Auxiliary. 

It  is  hoped  that  we  will  be  able  to  hold  an 
Executive  Board  meeting  during  the  Sioux 
Valley  Medical  meeting  to  be  held  in  Sioux 
Falls,  Feb.  26,  27,  and  28.  At  that  time  we 
want  to  formulate  a definite  program  for  the 
convention  in  May  and  you  will  be  kept  in- 
formed thru  the  Journal  and  thru  the  News- 
letters which  will  reach  you  with  two  more 
issues  this  year. 

How  many  of  the  districts  are  making  plans 
to  assist  with  the  Nurse  Recruitment  pro- 
gram? A letter  from  the  chairman  of  the 
Careers  in  Nursing  in  the  South  Dakota 
State  Nurses  Association  assures  us  that  this 
group  would  welcome  the  aid  of  the  Auxil- 
iary. 

Has  your  district  made  a donation  or  a col- 
lection of  medical  supplies  for  the  Medical 
and  Surgical  Relief,  Inc.?  This  is  a worth 
while  project  and  each  district  can  send  only 
that  amount  of  material  for  which  they  are 
able  to  pay  freight. 

Mrs.  Howard  R.  Wold 


The  Seventh  District  Medical  Auxiliary 
held  a meeting  in  January  on  Civil  Defense, 
with  an  outside  speaker.  The  members 
brought  old  Christmas  cards  which  were  to 
be  sent  to  the  Cerebral  Palsy  Center  in  New 
York. 


The  Third  District  Medical  Auxiliary  met 
Jan.  16,  in  Arlington  for  a dinner  with  their 
husbands  and  a business  meeting  at  the  home 
of  Mrs.  Scheller.  Reports  of  committees  were 
given  and  a collection  of  100  lbs.  of  medical 
supplies  collected  for  Medical  and  Surgical 
Relief,  Inc. 
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Placenta  Previa 

X-ray  as  an  Aid  in  Diagnosis  and  Treatment 

John  T.  Murphy,  M.D.,  Mitchell,  S.  D. 


SUMMARY 

“X-ray  examination  correlated  with  clinical 
findings  can  be  of  definite  aid  to  the  physician  in 
cases  of  suspected  placenta  previa.  Five  cases  of 
placenta  previa  with  x-ray  interpretations  are  re- 
ported.” 

“In  event  of  painless  bleeding  during  the 
last  trimenster  of  pregnancy,  always  suspect 
placenta  previa.” 

This  rule  establishes  the  diagnostic  basis 
of  one  of  the  very  serious  complications  of 
pregnancy.  The  following  series  of  six  case 
reports  will  serve  to  demonstrate  the  use  of 
X-ray  examination  to  confirm  the  clinical  im- 
pression, and  how  at  times  may  be  of  aid  in 
determining  the  proper  treatment  of  this 
comphcation. 

Case  1:  (#74084) 

The  patient  was  a 27  year  old  white  female, 
para  3,  gravida  4.  All  previous  pregnancies 
were  norrnal  and  the  children  are  all  living 
and  well  at  ages  9,  4,  and  2.  The  past  history 
was  negative. 

The  course  of  the  pregnancy  was  unevent- 
ful, and  she  was  admitted  to  the  hospital 
about  two  weeks  prior  to  the  estimated  date 
of  delivery;  the  membranes  having  ruptured 
at  home.  Contractions  had  begun  at  home 
and  about  three  and  one-half  hours  after  ad- 
mission were  recorded  as  occurring  every 
six  minutes  and  lasting  about  1 minute. 

One  and  one-half  hours  later  and  five  hours 
after  admission  she  experienced  a severe  vag- 
inal hemorrhage  and  several  large  blood  clots 
were  noted. 

An  immediate  X-ray  examination  showed 
the  head  to  be  displaced  somewhat  to  the 
left,  and  a soft-tissue  shadow  noted  on  the 
lower  right  lateral  uterine  wall  was  consid- 
ered to  represent  the  placenta.  The  X-ray 
diagnosis  was  lowlying  or  marginal  placenta. 
Fig.  1. 

Immediate  preparations  were  made  for 
caesarian  section,  but  while  on  the  surgical 
table,  and  before  preparations  were  complete 
she  was  delivered  of  a still-born  fetus  weigh- 
ing 7 lb.  SVz  oz.  The  patient’s  physician  re- 


CASE  1 

Fig.  1:  A wedge-shaped  soft  tissue  shadow  is 
visible  extending  downward  from  the  mid  portion 
of  the  right  lateral  uterine  wall  gradually  increas- 
ing in  size  from  3 cm.  to  6 cm.  It  lies  just  to  the 
right  of  the  fetal  spine  and  displaces  the  head 
somewhat  to  the  right,  so  that  it  is  eccentric  in  the 
pelvis.  This  represents  a low-lying  placenta  or 
marginal  placenta  previa. 

ported  that  a marginal  placenta  was  present 
on  the  lower  right  lateral  uterine  wall  with 
a large  clot  behind  the  placenta. 

Comment;  X-ray  examination  served  to 
confirm  the  clinical  impression  and  localize 
the  placenta. 

Case  2:  (#65635) 

The  patient  was  a white  female  26  years  of 
age,  para  2,  gravida  3.  All  previous  pregnan- 
cies were  normal  and  the  past  history  was 
negative. 

She  presented  herself  as  an  out-patient  for 
X-ray  examination  at  the  request  of  her  phys- 
ician. Several  days  previous  she  had  had  an 
episode  of  moderately  severe  vaginal  bleed- 
ing which  responded  to  conservative  meas- 

corrra;.  ^ 
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CASE  2 

Fig.  2:  No  soft  tissue  shadow  suggestive  of  a 
placenta  can  be  demonstrated  along  either  side  of 
the  fetal  trunk.  The  head  lies  up  out  of  the  pelvis 
is  displaced  posteriorly.  The  absence  of  a placental 
shadow  in  the  uterus  and  the  upward  and  poster- 
ior displacement  of  the  head  suggests  central 
placenta  previa. 


CASE  2 

Fig.  3:  The  fetal  skull  is  displaced  to  the  right  and 
lies  eccentric  in  the  pelvis.  A soft  tissue  shadows 
occupies  most  of  the  left  half  of  the  birth  canal. 

ures  including  bed-rest  at  home.  The  clinical 
impression  was  possible  placenta  previa.  The 
menstrual  history  indicated  that  she  was  in 
her  seventh  month  of  pregnancy. 

X-ray  examination  demonstrated  a single 
fetus  of  an  estimated  six  to  seven  months  de- 


velopment. The  fetal  head  was  displaced  up- 
ward. The  placental  soft-tissue  shadow  could 
not  be  identified  in  the  uterus.  An  X-ray 
diagnosis  of  possible  placenta  previa  was 
made,  the  placenta  was  considered  to  be  cen- 
tral in  .position.  Figs.  2 and  3. 

Because  of  the  small  size  of  the  fetus  by 
X-ray  and  the  history  of  pregnancy  in  the 
seventh  month  her  physician  decided  on  a 
conservative  course  in  an  attempt  to  allow 
for  further  maturity  of  the  fetus.  Financial 
considerations  made  hospital  observation  im- 
possible for  any  long  period  of  time  and  she 
was  instructed  to  return  home  and  placed  on 
complete  inactivity.  She  was  instructed  to 
report  any  vaginal  bleeding  immediately. 

The  pregnancy  continued  uneventfully  for 
the  three  weeks  following  this  time  when  she 
experienced  a moderate  vaginal  hemorrhage 
at  home  and  was  immediately  transferred  to 
the  hospital  by  ambulance.  The  bleeding  had 
decreased  somewhat  and  continued  to  de- 
crease throughout  the  day.  Late  that  same 
night  she  suffered  a very  severe  vaginal 
hemorrhage  and  went  into  a state  of  extreme 
shock. 

Because  difficulties  had  been  anticipated, 
whole  blood,  previously  cross-matched,  was 
at  hand  and  was  administered  under  forced 
pressure.  By  the  time  surgery  was  prepared 
her  condition  had  improved  sufficiently  to 
permit  ceasarian  section.  A stillborn  pre- 
mature female  was  delivered  by  section 
weighing  5 lb.  14  oz.  The  placenta  was  located 
centrally  over  the  cervical  os  and  it  was  con- 
sidered that  normal  delivery  would  have  been 
impossible. 

Comment:  X-ray  examination  confirmed 
the  clinical  impression  of  placenta  previa, 
localized  the  placenta,  and  established  the 
fact  that  either  the  fetus  was  smaller  than 
average  for  the  stage  of  development  or  that 
the  length  of  gestation  was  less  than  indicated 
by  the  history. 

Case  3:  (#67233) 

This  patient  was  a 32  year  old  white  female, 
para  1,  gravida  2.  The  past  pregnancy  was 
normal.  The  past  history  negative  except  for 
the  fact  that  she  was  known  to  have  a bi- 
cornuate  type  uterus. 

She  entered  the  hospital  following  the  onset 
of  vaginal  bleeding  at  home.  Her  history  in- 
dicated a pregnancy  of  seven  and  one-half 
months.  Bleeding  decreased  in  amount  dur- 
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ing  the  night.  An  X-ray  examination  the 
following  morning  revealed  a space-filling 
soft-tissue  shadow  in  the  lower  mid-pelvis, 
and  an  X-ray  diagnosis  of  placenta  previa  was 
made.  Figs.  4 and  5. 


CASE  3 

Fig.  4:  The  fetus  lies  transversely  in  the  uterus 
and  a soft  tissue  shadow  fills  the  lower  and  an- 
terior uterus  extending  downward  into  the  bony 
pelvis.  This  shadow  represents  the  placenta  and 
has  displaced  the  fetus  upward. 


CASE  3 

Fig.  5:  The  fetus  lies  transversely  in  the  uterus.  A 
large  soft  tissue  mass  representing  the  placenta 
fills  the  pelvis,  indicating  a central  placenta  previa. 

Bleeding  continued  in  scanty  amounts  for 
the  next  ten  days.  On  the  tenth  day  uterine 


contractions  began  followed  by  an  increase  in 
bleeding.  A caesarian  section  was  performed 
that  day  and  a living  male  infant  4 lb.  2 oz. 
was  delivered  in  good  condition.  The  placenta 
was  implanted  entirely  over  the  os  and  up 
along  the  lower  anterior  uterine  wall. 

Comment:  X-ray  examination  served  to 
support  the  clinical  diagnosis  of  placenta 
previa. 

Case  4:  (j}67248) 

This  patient  was  a white  female  27  years  of 
age,  para  2,  gravida  3.  Two  previous  preg- 
nancies were  considered  as  normal.  The 
children  ages  4 and  2 are  living  and  well.  The 
past  history  was  negative. 

She  was  admitted  to  the  hospital  two  days 
before  the  estimated  date  of  delivery,  having 
undergone  a slight  vaginal  hemorrhage  at 
home  which  had  ceased  at  the  time  of  ad- 
mission. Slight  bleeding  recurred  that  night 
and  she  was  sent  to  X-ray  for  examination 
for  possible  placenta  previa  the  following 
morning. 

X-ray  examination  demonstrated  a soft 
tissue  shadow  on  the  lower  and  right  lateral 
uterine  wall  displacing  the  head  out  of  the 
pelvis.  This  soft  tissue  shadow  occupied  the 
right  half  of  the  bony  pelvis  and  was  con- 
sidered to  extend  across  the  mid-line  and  thus 
across  the  cervical  os.  An  X-ray  diagnosis  of 
placenta  previa  was  made.  Fig.  6. 


CASE  4 

Fig.  6:  A large  soft  tissue  shadow  occupies  the 
right  lateral  uterine  wall  and  extends  downward 
across  the  mid-pelvis.  The  head  is  displaced  up- 
ward and  to  the  left.  This  shadow  represents  a 
partial  placenta  previa. 

Bleeding  ceased  that  day.  Because  of  the 
clinical  findings  and  X-ray  confirmation  an 
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elective  caesarian  section  was  performed  the 
following  morning.  An  8 lb.  living  female  in- 
fant in  good  condition  was  delivered  by  this 
section.  The  placenta  was  noted  to  lie  on  the 
lower  and  right  anterior  uterine  wall  and  to 
cover  about  one-third  of  the  cervical  os. 

Comment:  X-ray  examination  confirmed 
the  clinical  diagnosis  of  placenta  previa, 
localized  the  placenta,  and  in  this  case  helped 
the  decision  for  an  elective  caesarian  section 
and  avoided  the  severe  hemorrhage  which 
could  have  been  expected  had  the  patient 
been  allowed  to  go  into  active  labor. 

Case  5:  (#75399) 

The  patient  was  a 24  year  old  white  female, 
para  1,  gravida  2.  The  previous  pregnancy 
was  normal  except  for  a “long-labor”;  the 
child  age  6 is  living  and  well. 

She  suffered  some  vaginal  bleeding  during 
the  third  month  of  her  pregnancy  which 
ceased  with  conservative  measures  and  bed 
rest  at  home.  The  pregnancy  was  then  un- 
eventful until  the  seventh  month  when  she 
had  a sudden  moderately  severe  vaginal 
hemorrhage.  This  responded  promptly  to  con- 
servative measures  and  bed  rest  at  home.  One 
month  later,  in  the  eighth  month  of  preg- 
nancy, she  experienced  a third  episode  of 
vaginal  bleeding;  this  time  again  moderately 
severe.  Again  this  responded  to  conservative 
measures  and  bed  rest  at  home. 

Following  this  episode  an  X-ray  examina- 
tion for  possible  placenta  previa  and  fetal  age 
was  requested.  The  fetus  was  estimated  to  be 


CASE  5 

Fig.  7:  The  head  is  displaced  posteriorly  in  the 
pelvis.  A soft  tissue  shadow  fills  the  space  between 
the  symphysis  pubis  and  the  fetal  skull  represent- 
ing the  placenta. 


in  the  eighth  month  of  intrauterine  life.  The 
placenta  was  considered  to  he  low  on  the 
anterior  uterine  wall.  The  fetal  head  was  dis- 
placed to  the  right  and  posteriorly,  indicating 
that  the  placenta  extended  across  the  cervix 
from  the  lower  left  and  anterior  uterine  wall. 
Figs.  7,  8,  and  9. 


CASE  5 

Fig.  8:  The  fetal  skull  is  displaced  upward  and  to 
the  right.  A soft  tissue  shadow  extends  down- 
ward from  the  left  pelvis  and  across  the  mid-line 
representing  the  placenta. 


CASE  5 


Fig.  9:  A soft  tissue  shadow  extends  downward 
along  the  anterior  uterine  wall  from  the  fundus 
gradually  increasing  in  size.  This  represents  that 
portion  of  the  placenta  located  on  the  anterior 
uterine  wall  and  extending  downward  across  the 
cervical  os. 
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Because  bleeding  had  ceased  her  physician 
decided  upon  a period  of  watchful  waiting  to 
allow  for  as  full  fetal  maturity  as  possible. 

Three  weeks  later,  about  twelve  days  be- 
fore the  estimated  date  of  delivery  a second 
examination  was  made  to  determine  fetal 
maturity.  This  fetus  was  estimated  to  be  in 
the  ninth  month  of  intrauterine  life.  Fig.  10. 


CASE  5 

Fig.  10:  Taken  three  weeks  after  Figs.  7,  8,  and  9. 
The  fetus  has  increased  in  size  and  the  distal 
femoral  epiphysis  of  the  fetus  can  be  indentified 
indicating  that  the  fetus  is  in  the  ninth  month  of 
intra-uterine  life. 

three  days  after  this  an  elective  caesarian 
section  was  performed. 

A male  infant  6 lb.  7 oz.  was  delivered  by 
this  section  tolerating  the  proceedure  in  good 
condition.  The  placenta  was  noted  to  lie  on 
the  anterior  uterine  wall,  immediately  under 
the  incision,  and  to  extend  downward  and  to 
the  left  completely  covering  the  uterine  os. 

Comment:  X-ray  examination  confirmed 
the  clinical  diagnosis  of  placenta  previa,  local- 
ized the  placenta,  and  supported  the  clinical 
estimate  of  fetal  maturity  and  was  a help  in 
deciding  the  date  of  elective  caesarian  sec- 
tion. 

Case  6:  The  patient  was  a 31  year  old  white 
female,  para  1,  gravida  2.  The  previous  preg- 
nancy was  normal  as  was  the  delivery.  A 
post-partum  complication  of  phlebitis  was  re- 


ported. The  child  age  9 is  living  and  well. 

The  past  history  was  negative.  An  appen- 
dectomy was  performed  in  1944. 


CASE  6 

Fig.  11:  A half -moon  shaped  shadow  extends  from 
the  fundus  of  the  uterus  downward  along  the  an- 
terior wall  and  this  is  considered  to  represent  the 
bulk  of  the  placenta. 


CASE  6 

Fig.  12:  The  fetal  skull  is  not  displaced  in  the 
pelvis  but  shows  the  same  distance  between  the 
symphysis  pubis  and  the  sacrum.  It  is  almost  fully 
engaged.  The  soft  tissue  shadow  noted  in  Fig.  11 
is  identified  along  the  anterior  uterine  wall  and 
decreases  rapidly  in  thickness  as  it  approaches 
the  pubis,  being  2.5  cm.  thick  just  above  the 
symphysis  and  represents  the  margin  of  the 
placenta  indicating  a low  lying  placenta  or  mar- 
ginal placenta  previa. 

(Continued  on  Page  94) 
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Problems  Relative  to  Prolonged  Pregnancy 

C.  A.  Stern,  M.D.,  Sioux  Falls 


SUMMARY 

“No  one  has  shown  that  post  mature 
babies  die  of  post  maturity  or  have  hard 
heads  or  stiff  spines.  The  high  maternal 
and  fetal  mortality  associated  with  post 
maturity  is  due  to  excessive  fetal  size. 
Excessive  fetal  size  is  rarely  the  result  of 
post  maturity  since  most  irrfants  have  at- 
tained that  status  before  term.  Post  matur- 
ity usually  presents  no  problem  of  man- 
agement. It  is  very  important  to  be  sus- 
picious-and  recognize  the  excessively  large 
infant  before  term  if  fetal  and  maternal 
morbidity  and  mortality  in  this  group  is 
to  be  lowered.” 

Post  maturity  has  a very  practical  aspect 
for  those  doing  obstetrics  but  unfortunately 
there  is  very  little  to  be  found  on  the  subject 
in  the  standard  obstetrical  text  books. 
Furthermore  the  information  that  is  available 
is  certainly  open  to  question. 

The  subject  of  prolonged  pregnancy  can  be 
covered  from  the  standpoint  of  the  man  in 
practice  by  attempting  to  answer  three  ques- 
tions with  what  information  that  is  presently 
available.  These  questions  are:  (1)  What  is 
postmaturity  and  when  does  an  infant  become 
postmature?  (2)  What  are  the  obstetrical  com- 
plication of  postmaturity  and  are  they  really 
due  to  prolonged  pregnancy?  (3)  What  is  the 
management  of  the  postmature  infant? 

WHAT  IS  POSTMATURITY  AND  WHEN 
DOES  AN  INFANT  BECOME  POST- 
MATURE? 

First  of  all  there  is  certainly  no  agreement 
among  obstetricians  as  to  whether  such  a 
thing  as  postmaturity  really  exists  or  not.  Dr. 
Rudolph  Holmes''  has  said  that  postmaturity 
is  a figment  of  the  imagination  while  only  re- 
cently such  authors  as  Boe^  and  Kortoever^ 
advocate  induction  routinely  on  all  women 
going  a few  days  beyond  the  second  week 
past  their  estimated  date  of  confinement.  This 
state  of  affairs  is  due  to  the  fact  that  there 
exists  no  reliable  criterion  which  can  be  used 
to  measure  fetal  age  and  hence  the  physician 
can  not  be  sure  the  fetus  is  older  than  the 
allotted  280  days  and  if  so,  how  much.  Taken 
together  the  crown-heel  length  of  the  infant 


plus  the  appearance  of  calicification  in  cer- 
tain of  the  epiphysis  of  the  long  bones  of  the 
leg  offer  the  most  accurate  index  of  fetal  age 
that  is  presently  available.^  Crown-heel 
length,  however,  can  only  be  measured  ac- 
curately post-natally  and  hence  is  of  no  value 
to  the  physician  when  he  could  use  it  most, 
that  is  before  delivery.  The  centers  of  ossifi- 
cation at  the  distal  femoral  and  proximal 
tibial  epiphysis  occurs  usually  near  maturity 
and  can  be  seen  in  utero  by  means  of  the  X- 
ray.  In  a recent  paper  by  Christie^  et  all,  the 
distal  femoral  epiphysis  could  be  seen  in  50% 
of  white  female  fetuses  weighing  2000  grams 
or  less  and  the  proximal  tibial  epiphysis  was 
visible  in  54.2%  of  white  females  in  the  2000 
to  2499  gram  class.  Furthermore  these  authors 
attempted  to  estimate  the  actual  birth  weight 
on  the  bases  of  their  roentenographic  data 
and  although  in  76%  of  their  cases  they  came 
within  500  grams  of  the  actual  weight,  it  is 
interesting  to  note  that  in  all  three  of  the  in- 
fants that  weighed  4500  to  5000  grams  they 
were  1000  or  more  grams  off.  Thus  X-ray  de- 
termination of  the  appearance  of  the  ossifica- 
tion centers  in  the  fetus  is  far  too  variable  to 
be  of  much  help  to  the  physician  in  any  given 
pregnancy.  This  leaves  a very  unreliable  but 
perhaps  the  only  real  practical  criterion  for 
the  practicing  physician  to  use  an  an  index  of 
post  maturity.  That  is  menstrual  or  gesta- 
tional age.  Here  again  there  is  no  agreement 
as  to  how  far  a pregnancy  must  be  prolonged 
in  order  to  classify  a fetus  as  post  mature. 
Kortenoever^  suggests  a pregnancy  pro- 
longed past  the  304th  day,  Boe^  uses  290  days, 
Wylie  and  Amidon®  suggest  301  days  and 
Koff  and  Potter'^  consider  a pregnancy  pro- 
longed if  it  goes  past  the  294  day.  Among 
practicing  physicians  it  has  long  been  cus- 
tom to  consider  a patient  going  two  weeks 
overdue  (294  days)  as  having  a prolonged 
pregnancy  or  being  post  mature.  If  we  are  to 
accept  this  as  a criterion  of  postmaturity 
than  we  shall  have  to  call  12%  of  all  infants 
post  mature.  If  we  accept  three  weeks  or  301 
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days  then  the  incidence  will  be  about  4%  or 
about  the  same  percentage  of  pregnancies 
that  actually  deliver  on  their  estimated  date 
of  confinement.  To  summarize  then:  Post- 
maturity exists  in  the  sense  that  pregnancies 
do  go  beyond  the  280  day.  Gestational  age,  as 
measured  by  means  of  the  last  menstrual 
period,  although  very  unreliable,  offers  the 
only  practical  criterion  of  fetal  age  and  hence 
post  maturity.  There  is  no  recognized  limit 
at  which  a fetus  becomes  postmature  but 
based  on  the  incidence  of  prolonged  pregnan- 
cies this  limit  should  be  about  300  days. 

If  you  look  up  the  subject  of  prolonged 
pregnancy  or  post  maturity  in  the  standard 
obstetrical  texts  you  will  find  three  attributes 
of  the  post  mature  infant  which  give  rise  to  a 
host  of  obstetrical  difficulties  resulting  in  a 
high  fetal  and  maternal  mortality.  The  first 
of  these  is  that  post  maturity  per  se  causes 
fetal  death.  DeLee®  states  that  babies  die 
from  no  other  apparent  reason  than  being 
over  ripe  and  that  this  fact  is  well  known 
even  to  the  laity.  The  incidence  of  unex- 
plained stillbirths  in  prolonged  pregnancies 
has  been  reported  by  several  authors  to  be 
about  3 to  4%. ”7’  n.  12  1935  the  stillbirth 

rate  for  fetuses  over  five  months  in  the  U.  S. 
was  35.7  per  1000  live  births  or  about  3.6%. 
Thus  there  appears  to  be  no  appreciable  dif- 
ference between  the  incidence  of  stillbirths 
in  the  two  groups.  Since  according  to  Potter'^ 
about  one  half  (45%)  of  all  fetuses  dying  be- 
fore the  onset  of  labor,  no  cause  of  death 
could  be  found,  the  fact  that  nothing  could 
be  found  in  these  post  mature  stillbirths  does 
not  mean  that  post  maturity  was  the  cause  of 
death.  One  does  gain  the  impression  however 
from  the  literature  that  the  incidence  of  these 
stillbirths  increases  relative  to  the  length 
the  pregnancy  is  prolonged.  At  any  rate  no 
one  has  ever  shown  that  the  human  fetus 
dies  from  being  overripe. 

The  second  condition  mentioned  is  that 
postmature  infants  have  an  increased  amount 
of  calcium  in  their  bones  which  results  in  a 
hard  non-mouldable  head  and  stiff  spine.  This 
in  turn  results  in  dystocia,  and  an  increase  in 
posterior  positions  and  deflexion  attitudes. 
This  is  one  of  those  statements  that  gets  into 
textbooks  and  is  included  year  after  year. 
Although  it  is  true  that  overdeveloped  in- 
fants do  give  rise  to  the  complications  men- 
tioned no  one  has  ever  shown  that  it  is  due  to 


an  increase  in  skeletional  ossification. 

In  a study  of  195  overdeveloped  babies  Koff 
and  Potter^  do  not  even  mention  excessive 
calcification.  Eastman  and  Calkins®  are  of 
the  opinion  that  post  mature  infants  do  not 
show  less  moulding  than  the  term  infant. 

The  third  and  most  important  factor  which 
is  mentioned  as  a result  of  postmaturity  is  ex- 
cessive size  of  the  infant.  There  is  no  ques- 
tion that  excessively  large  babies  carry  a high 
fetal  and  maternal  mortality.  The  fetal  mor- 
tality of  babies  over  3400  grams  is  2 to  5 times 
that  of  those  under  that  weight.  Maternal 
mortality  runs  from  2 to  10  times  that  of  the 
national  average  and  maternal  morbidity  is 
about  30%  according  to  the  figures  of  Koff 
and  Potter. "7  There  is  a high  incidence  of 
operative  obstetrics  including  midforceps, 
versions,  sections,  and  craniotomy.  In  the 
third  stage  placental  retention  and  postpar- 
tum hemorrhage  is  common.  Shoulder  dy- 
stocia is  especially  common  during  delivery 
of  these  large  babies. 

The  important  question  here  however  is 
this:  Does  prolonged  pregnancy  or  post  ma- 
turity result  in  an  increased  frequency  of 
these  excessively  large  infants?  Before  at- 
tempting to  answer  this  let  us  review  what 
is  known  concerning  growth  of  the  human 
fetus.  Calkins®  has  shown  that  the  rate  of 
growth  of  the  fetus  is  not  uniform.  The 
growth  curve  follows  an  “S”  or  sigmoid 
curve  with  the  most  rapid  growth  of  the  fetus 
during  the  second  trimester  of  pregnancy. 
From  the  260  to  the  280th  day  the  rate  of 
growth  becomes  progressively  slower.  There- 
fore if  a baby  is  to  be  oversize  at  term  it  will 
have  acquired  most  of  that  size  before  the 
260th  day.  Potter^  has  further  pointed  out 
that  considerable  individual  variation  in 
growth  exists  and  that  the  rate  for  any  one 
individual  is  no  more  constant  in  utero  than 
is  the  rate  of  development  after  birth. 

If  an  infant  weighing  4500  grams  or  more 
(9  pounds  15  oz.)  is  used  as  the  criterion  of 
“excessive”  weight  the  general  incidence  of 
such  babies  will  be  about  1%.  It  has  been 
shown  several  times  since  1905 1*®  that  fetal 
weight  increases  as  pregnancy  is  prolonged. 
Koff  and  Potter®'  in  a study  of  1000  births 
have  also  confirmed  this  and  state  that  as 
the  average  length  of  gestations  lengthens  the 
offspring  become  heavier.  Recently  Nathan- 
son''®  in  a study  of  44,386  births  found  that 
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about  one  half  of  the  mothers  who  went  be- 
yond the  290  day  had  excessively  large  babies. 

The  average  weight  at  birth  of  babies  born 
in  the  United  States  is  about  3400  grams, 
Calkins®  has  shown  that  between  the  eight 
and  nine  months  the  average  weight  gain  is 
about  800  grams.  If  we  assume  an  infant  to  be 
of  average  weight  at  term  (280)  days  then  a 
patient  would  have  to  go  more  than  a month 
past  term  (308  days)  to  put  her  infant  in  the 
4500  gram  class.  This  would  assume  that  the 
rate  of  growth  past  the  tenth  is  the  same  as 
that  between  the  ninth  and  ten  which  it  is 
not;  it  is  slower.  How  much  overdue  do  these 
women  with  excessively  large  babies  go?  Koff 
and  Potter’^  found  that  the  mean  duration 
of  pregnancy  in  women  who  delivered  in- 
fants weighing  4500  grams  and  over  was  288 
days.  In  other  words  women  delivering  these 
excessively  large  babies  went  an  average  of 
only  eight  days  overdue.  These  authors 
further  state  than  one  case  of  excessive  fetal 
development  occurs  in  every  25  pregnancies 
that  go  beyond  294  days. 

WHAT  IS  THE  MANAGEMENT  OF  THE 
POST  MATURE  INFANT? 

The  management  of  these  babies  is  really 
the  management  of  the  patient  with  an  ex- 
cessively large  fetus.  Induction  is  not  in- 
dicated in  the  prolonged  pregnancy  when 
there  is  no  evidence  that  the  fetus  is  over- 
size. This  is  especially  true  in  the  presence 
of  an  unripe  cervix.  Unfortunately  there  is 
no  way  of  determining  fetal  size  in  utero  with 
any  degree  of  reliability.  Abdominal  inspec- 
tion and  palpation  is  probably  as  reliable  as 
any  other  method.  Dieckman''®  places  consid- 
erable value  in  the  measurement  of  the 
uterus  using  the  McDonald  or  the  Ahlfeld 
technique.  However,  if  you  are  way  off  in 
your  estimation  of  the  baby’s  weight,  you 
need  not  be  too  embarrassed,  since  Eastman  ^ ^ 
at  Hopkins  freely  admits  that  he  frequently 
is.  Some  of  the  other  factors  which  are  asso- 
ciated with  babies  of  excessive  size  may  be 
obtained  by  history  and  should  give  one  a 
high  index  of  suspicion  that  one  may  be  deal- 
ing with  an  excessively  large  infant.  They  are 
a previous  history  of  large  babies  or  a large 
parent,  diabetes,  increased  age  of  the  mother, 
excessive  weight  gain  during  pregnancy,  and 
multiparity.  Like  everything  else  in  med- 
icine, there  are  exceptions  to  this  manage- 


ment of  the  postmature  patient.  Eastman  is 
mentions  two  conditions  in  which  it  might  be 
advisable  not  to  allow  pregnancy  to  go  past 
term.  These  are,  the  patient  with  diabetes 
and  the  elderly  primipara  with  a floating 
head. 
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1951  SUPPLIEMENT  TO  "REVIEWS  OF 
MEDICAL  MOTION  PICTURES" 
NOW  AVAILABLE 

The  Committee  on  Medical  Motion  Pictures 
has  completed  the  1951  supplement  to  the 
second  revised  edition  of  the  booklet  entitled 
“Reviews  of  Medical  Motion  Pictures.”  This 
supplement  contains  90  reviews  of  medical 
and  health  films  reviewed  in  The  Journal  of 
the  A.M.A.  from  January  1,  1951,  through 
December  31,  1951.  Each  film  has  been  in- 
dexed according  to  subject  matter.  The  pur- 
pose of  these  reviews  is  to  provide  a brief 
description  and  an  evaluation  of  motion  pic- 
tures which  are  available  to  the  Medical 
Profession. 
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Skin  Whealing  for  Analgesic  Purposes; 
A Valuable  Addition  in  Traumatology* 

by  Emanuel  R.  N.  Grigg.  M.D. 


Three  kinds  of  pain  are  recognized:  (1) 
superficial  from  skin,  (2)  deep  from  muscles, 
tendons,  periosteum,  joints  or  fascia  and  (3) 
visceral.  The  first  two  together  form  somatic 
or  parietal  pain.’’  The  third  can  be  (a)  true 
visceral  (splanchnic  pain^*)  or  (b)  referred 
visceral.  Referred  parietal  pain  has  also  been 
described. 

A visceral  pain  may  be  felt  in  (referred  to) 
an  area  of  origin  of  somatic  pain,  usually  the 
skin  (segmentally  disposed  hyperalgesic 
zones^B)  and  sometimes  the  muscles  overlying 
an  inflamed  serosa.  There  have  been  many 
attempts  to  explain  the  mechanism  of  re- 
ferred pain:  the  “irritable  focus’’^":,  the  “neu- 
ron-pool”2'’,  the  “viscero-  and  sero-sensitive 
reflex”^*,  the  “peritoneocutaneous  reflex’’^®, 
the  “parietal  circulatory  disturbance’’^'^,  the 
“reflex  dermalgia”3°,  the  “facilitation  theory” 
3®,  the  “nocifensor  systern’’^'",  the  “modified 
threshold  of  surface  impulses”3=,  etc.,  yet  all 
have  in  common  the  stress  laid  on  afferent 
skin  impulses. 

Wood  of  Edinburgh  was  probably  the  first 
to  use  (1843)  and  to  state  (1855)  that  hypo- 
dermic injections  of  opiates  locally  would  re- 
lieve neuralgic  pain^^.  DaCosta  in  Philadel- 
phia in  1884  employed  hypodermic  cocaine  on 
a similar  basis.  He  reported  poor  and  tran- 
sitory results'^®.  On  the  contrary,  Schleich  in 
1894  considered  it  as  a satisfactory  proce- 
dure"^'".  Pitres  in  1900  injected  one  cc  of  2% 
cocaine  under  the  skin  of  painful  areas  in  cer- 
tain neuralgias  of  the  face^o.  His  associate^® 
and  other  neurologists  confirmed  the  good 
results^''. 

In  1906,  based  on  physiological  experiences, 
Kast  and  Meltzer  stated  that  a subcutaneous 
injection  of  cocaine  is  capable  of  abolishing 
pain  in  underlying  organs^*.  In  1922,  a sur- 
geon demonstrated  that  paravertebral  anes- 
thetic infiltration  relieves  visceral  pain  caused 
by  most  anything  from  angina  pectoris  to 
cholelithiasis,  supposedly  by  interrupting  the 

* Columbus  Hospital,  Chicago,  Illinois. 


pathway  of  afferent  skin  impulses^s.  An  in- 
ternist likewise  explained  the  freedom  from 
pain  with  persistence  of  anxiety  in  angina 
pectoris  following  resection  of  the  2nd  and 
3rd  posterior  roots^^. 

In  1926,  Lemaire  considered  abolishing  the 
afferent  impulses  at  their  place  of  origin  by 
anesthetization  of  the  hyperalgesic  skin  zone. 
This  resulted  in  analgesia  of  visceral  pain  in 
thoracic  and  abdominal  conditions®'',  an  ob- 
servation subsequently  made  by  many 
authors®.  The  same  method  was  employed 
in  gynecology^  by  Halban  and  in  obstetrics® 
by  Rose.  The  technique  calls  for  intra-  and/or 
subcutaneous  injection  of  5-50  cc  of  1-2%  pro- 
caine hydrochloride. 

There  are  also  failures  on  record:  for  in- 
stance, in  a case  of  ureteral  distention  with 
a pain  area  on  the  abdominal  wall®''.  During 
therapeutic  phrenicoexeresis,  skin  infiltration 
with  procaine  would  not  stop  the  referred 
pain  arising  from  stimulation  of  the  inter- 
rupted central  end  of  the  phrenic  nerve^®. 
Nor  would  it  abolish  the  shoulder  pain  pro- 
voked by  touching  the  diaphragmatic  dome 
with  a probe  through  the  cavity  of  a drained 
subphrenic  abscess®‘=.  Some  authors  believe 
that  skin  anesthetization  will  bring  relief  only 
when  there  is  a substantial  hyperalgesic  sur- 
face component  of  the  deep  pain®®. 

Following  the  communications  made  inde- 
pendently in  1931  by  Deutsch^o*  and  Jacchia 
lo®,  many  diseases  were  subjected  to  his- 
tamine therapy.  The  fundamental  indication 
was  pain,  for  which  the  favored  route  of  ad- 
ministration proved  to  be  intradermal  infil- 
tration Frequent  and  eventually  serious 
side  effects  have  been  discouraging;  therefore 
today,  despite  recent  attempts  of  revivafo®, 
histamine  appears  to  have  no  place  in  thera- 
peutics^®*®. The  technique  requires  the  di- 
vision of  one  cc  of  0.1%  histamine  dihydro- 
chloride into  25-30  intradermic  wheals  dis- 
tributed over  a large  area  at  the  site  of  the 
pain. 
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In  1939,  the  author  relieved  chest  pain  of 
pleural  and  other  origin  by  local  skin  infil- 
tration with  histamine  following  above  tech- 
nique. In  one  instance,  no  histamine  was 
available,  so  the  wheals  were  made  with  pro- 
caine, using  one  cc  of  the  1%  solution,  and 
much  the  same  result  was  seen:  instantaneous 
disappearance  of  the  pain.  The  procedure 
had  to  be  repeated  every  4-5  hours  in  order 
to  keep  the  patient  comfortable.  Death  oc- 
cured  four  days  later  from  extensive  pul- 
monary and  renal  tuberculosis;  the  post  mor- 
tem revealed  a large  area  of  pulmonary  in- 
farction corresponding  to  the  site  of  the  pre- 
vious pain. 

For  approximately  ten  years  the  author 
used  intradermal  infiltration  of  procaine  in 
any  suitable  case  of  chest  pain,  always  with 
prompt  relief  h In  1949,  distilled  water  was 
incidentally  used  instead  of  procaine.  The 
patient  acknowledged  marked  discomfort 
from  the  procedure;  however,  the  initial  pain 
was  entirely  gone,  just  as  with  procaine. 

Subcutaneous  injections  of  distilled,  sea, 
rain  or  tap  water  have  been  used  ever  since 
the  introduction  of  the  hypodermic  route. 
Yet,  for  analgesic  purposes,  aquapuncture 
was  introduced  in  1865  by  Mallez^^A  Dieula- 
foy  must  be  credited  with  having  injected 
water  through  a Pravaz  syringe  for  relief  of 
pain  for  the  first  time  in  1869^ 2b  pj.Q_ 

cedure  was  fairly  popular  during  the  second 
half  of  the  19th  century 1 2c  jg  mentioned 
m Osier  and  other  standard  textbooks  of  the 
time'' 2°.  Every  so  often,  a publication  would 
praise  its  use  with  slight  variations;  such  as 
intradermaP  2*  or  intramuscular  '2®  route, 

anesthetici2c  gr  hypotonic^ 2d  solutions,  the 

authors  being  perhaps  convinced  of  unveiling 
an  astonishing  secret.  The  practice  may  have 
been  discarded  because  of  the  peculiar  pain 
experienced  during  the  injection  of  distilled 
water. 

Since  1949,  the  author  has  employed  pro- 
caine or  normal  saline,  either  one  being  a re- 
latively painless  procedure.  Local  applica- 
tions of  varied  agents  have  often  led  to  the 
belief  that  the  particular  substance  used  is 
a panacea  for  pain;  be  it  hypodermic  or  intra- 
dermal sodium  iodide,  salicylic  acid  or  benzyl 
salicylate  in  camphor  oiP^*,  intradermal  his- 
tamine insulin tuberculin ^ 4°,  nicotinic 
acidi^E,  blood^^'",  thiamine^ etc.  Obviously, 
a mechanical  effect  is  involved  and  this  is 


why  the  procedure  should  be  called  skin 
whealing. 

Analgesic  results,  perhaps  less  striking,  may 
sometimes  follow  the  subcutaneous  insuffla- 
tion of  gas.  Cordier,  who  apparently  origin- 
ated the  method  in  1895,  intended  to  stretch 
the  small  nerve  endings' 2a_  More  recently, 
the  bactericidal  effect  of  locally  applied 
oxygen  has  been  incriminated gr  the  in- 
terference of  superficial  impulses  with  the 
deeper  sensations  given  by  tissue  tension' 

In  some  hands,  procedures  like  Chinese 
acupuncture  have  yielded  success' 2°,  even 
the  “endermic  pea”  treatment  of  one  century 
ago'^E.  Short  of  blisters,  mustard  and  other 
revulsive  procedures,  this  should  exhaust  the 
chapter  of  mechanically  produced  counter- 
reaction. 

It  has  been  suggested  that  the  initial  me- 
chanical stimulus  is  transformed  into  a chem- 
ical one  by  the  local  formation  or  rather  lib- 
eration of  histamine' 2*.  Whatever  the  case 
may  be,  the  result  is  a local  increase  of  para- 
sympathetic tonus.  In  earlier  experiments, 
inflammatory  pain  had  been  relieved  by  in- 
jections of  alkaline  buffer  solution  into  furun- 
cular areas' 2®.  These  may  have  acted  by 
changing  the  local  vegetative  tonus;  acidosis 
being  generally  associated  with  adrenergic 
and  alkalosis  with  cholinergic  activity.  In  a 
broad  sense,  pain  and  increased  sympathetic 
tone  may  be  antagonistic  to  analgesia  and  in- 
creased parasympathetic  tone.  This  is  corro- 
borated by  the  general  belief  that  pain  sen- 
sations are  transmitted  over  afferent  sym- 
pathetic fibers,  at  least  in  the  case  of  viscera. 
For  somatic  pain,  future  research  concerning 
the  role  of  unmyelinated  fibers  in  muscle 
nerves  may  disclose  interesting  features.  The 
intimate  connection  between  somatic  pain 
and  the  autonomic  nervous  system  has  been 
emphasized  by  Leriche'2c. 

According  to  Danielopolu,  the  sympathetic 
and  parasympathetic  nervous  systems  are  but 
two  functional  aspects  of  one  system' 2°.  (In 
the  writer’s  opinion,  this  is  best  expressed  by 
comparison  with  the  concept  of  Yin  and  Yang 
in  ancient  Chinese  medicine.)  Thus  if  there 
would  be  only  one  set  of  vegetative  afferent 
pathways,  the  local  peripheral  increase  in 
parasympathetic  tone  provoked  by  skin 
whealing  might  liberate  acetylcholine  (cho- 
linergic reflex).  This  should  block  the  road 
for  pain  sensations,  which  are  unable  to  pass 
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through  except  in  an  adrenergic  ambient.  If 
this  be  true,  theoretically  there  must  be  for 
every  pain  one  or  more  places  in  the  body 
where  a cholinergic  reflex,  once  initiated, 
may  abolish  the  transmission  of  the  pain. 
Those  places  of  origin  of  cholinergic  reflexes 
may  be  called  analgesiogenic  points.  Ob- 
viously, in  case  of  referred  pain,  the  points 
will  be  found  within  the  hyperalgesic  skin 
zone.  For  other  cases,  neuro-anatomy  and 
perhaps  an  investigation  into  Chinese  acu- 
puncture may  be  of  value.  Experimental 
evidence  of  a cholinergic  reflex  produced  by 
skin  whealing  may  provide  an  useful  instru- 
ment for  research  on  vegetative  nervous  sys- 
tem. 

Vegetative  systemic  action  could  possibly 
play  a role  in  the  mechanism  of  analgesic 
effects  of  certain  drugs,  known  to  oppose  ad- 
renergic fibers  in  the  influence  on  the  heat 
center,  like  pyramidon  or  the  barbiturates. 
Total  or  partial  insensibility  to  pain  may  be 
interpreted  as  a local  or  general  disturbance 
of  vegetative  tone,  provided  in  each  case  the 
anatomical  existence  of  autonomic  afferent 
pathways  has  been  ascertained.  It  shall  be 
interesting  to  study  the  electrical  skin  re- 
sistance and  pain  threshold  variations  after 
systemic  or  intraarterial  administration  of 
adrenergic  or  cholinergic  drugs,  possibly  also 
after  local  subcutaneous  alkalinization  or 
acidification. 

Technique  of  skin  whealing.  Either  normal 
saline  or  1%  procaine  will  do.  25  gauge  short 
bevel  needles  are  preferred.  A tuberculin 
syringe  may  be  useful  because  of  the  better 
control  of  the  piston,  but  this  is  not  strictly 
necessary.  The  analgesiogenic  points  are 
elicited  by  asking  the  patient  to  place  the 
finger  on  the  most  painful  spot.  Now  a 0.5 
cm  diameter  intradermic  wheal  is  infiltrated, 
using  same  steps  (needle  parallel  to  skin)  as 
for  any  intradermal  test,  i.e.  tuberculin.  Then 
the  patient  indicates  again  the  most  painful 
spot  and  another  wheal  is  placed.  This  should 
be  repeated  until  complete  analgesia  has  been 
obtained.  By  asking  before  every  wheal  is 
made,  one  will  avoid  unnecessary  needling. 
Sometimes  as  few  as  two  or  three  wheals  may 
abolish  completely  a morphine  resistant  tor- 
ticolis  pain.  The  analgesic  effects  for  the  par- 
ticular spots  on  which  wheals  have  been 
placed  are  instantaneous  or  else  the  method 
has  failed  in  that  case.  Subcutaneous  admin- 


istration . may  eventually  provide  relief  but 
this  is  not  recommended,  because  of  the  much 
larger  amount  of  fluid  needed. 

For  the  past  year,  skin  whealing  has  been 
used  to  abolish  pain  of  traumatic  origin.  Ex- 
cept in  two  cases  (multiple  rib  fractures  and 
compound  tibia  fracture)  it  has  always  given 
substantial  relief  of  the  spontaneous  pain. 
There  may  be  sometimes  enough  freedom 
from  pain  for  closed  reduction  of  a bone  dis- 
placement (manipulation)  or  for  the  appliance 
of  a cast.  It  is  often  very  practical  to  be  able 
to  avoid  a general  anesthetic.  Residual  pain 
during  traction  and  later  during  mobilization 
have  yielded  to  skin  whealing. 

It  is  particularly  useful  in  sprains  of  any 
articulation  in  the  body.  Some  advocate  early 
ambulation  (or  mobilization  in  case  of  upper 
extremity)  after  deep  periarticular  procaine 
infiltration  and  taping  with  adhesive  bandage. 
In  most  cases  in  this  series,  complete  relief  of 
pain  was  obtained  with  three,  four  skin 
wheals.  Actually,  deep  procaine  infiltration 
is  contraindicated  in  edematous  joints,  while 
in  such  cases  skin  whealing  may  be  used  and 
gives  excellent  results. 

Muscular  or  articular  pain,  low  or  high 
backache,  sciatic  neuralgia,  etc.  are  also  good 
indications,  even  though  the  procedure  has 
to  be  repeated  several  times  for  the  recur- 
rence of  pain.  At  this  time,  skin  whealing 
should  not  be  considered  as  a therapeutic 
method  but  only  as  an  analgesic  procedure. 
It  is  unnecessary  to  emphasize  its  obvious  ad- 
vantages: non-toxicity,  non  habit  forming, 
simple  technique  which  is  fairly  painless  if 
correctly  instituted. 

As  far  as  pain  originated  by  various  inter- 
nal diseases  is  concerned,  the  results  have 
been  to  a certain  extent  contradictory.  This 
is  possibly  because  of  the  more  difficult  loca- 
tion of  the  analgesiogenic  points.  Most  any 
pain  within  the  chest,  including  angina  pec- 
toris and  coronary  occlusion,  may  be  abol- 
ished by  skin  whealing.  In  abdominal  cases, 
the  procedure  may  eventually  develop  into  a 
method  of  differential  diagnosis. 

Skin  whealing  may  prove  to  be  a valuable 
instrument.  However,  one  should  always  re- 
member that  relief  of  pain  is  not  necessarily 
an  unmixed  blessing. 

This  article  has  been  shortened  for  publication 
owing  to  lack  of  space  by  omission  of  the  biblio- 
graphic references.  These  will  appear  in  the 
author’s  reprints. 
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The  Ides  of  March  have  come.  This  was  an  important 
time  of  year  for  the  Romans  and  it  is  especially  important  to 
us,  our  income  tax  must  be  paid,  also  the  first  quarter  of 
the  1952  estimate.  Income  tax  is  the  most  just  tax  we  pay 
while  the  hidden  taxes  are  the  most  unjust.  I see  by  the 
papers  that  in  all  England  only  sixty  people  had  incomes  of 
twenty  thousand  dollars.  They  are  a socialized  state  with 
all  the  trimmings.  We  take  our  trimming,  but,  I hope  we 
can  avoid  the  fate  of  the  English. 

I have  asked  to  have  the  names  of  men  for  the  nominating  committee  sent  to  me  by  the  Dis- 
trict Societies,  so  far  I have  not  received  a single  one.  This  is  an  important  committee  and 
your  District  should  send  in  a name.  The  different  committee  reports  should  be  prepared  and 
sent  in  to  the  executive  secretary,  John  Foster,  300  First  National  Bank  Building,  Sioux  Falls, 
S.  Dak.  Send  them  in  as  soon  as  practical  so  they  may  be  mimeographed  for  the  delegates 
and  councilors.  That  will  assist  the  reference  committee  in  handling  the  reports  referred  to 
them.  The  program  is  under  way  and  I believe  it  will  be  a good  one.  The  meetings  will  all 
be  in  one  building  and  you  should  attend  as  the  hospitality  of  Sioux  Falls  is  lavish.  The  ladies 
have  a good  program  in  preparation,  so  don’t  miss  bringing  your  family  with  you. 

The  Veterans  Administration  is  a serious  and  a ruthless  competitor  to  the  Hospitals  of  our 
country.  The  greater  portion  of  their  patients  do  not  have  service  connected  disabilities  and 
there  is  no  effort  made  to  Limit  admissions  to  those  individuals  who  are  entitled  to  the  best 
and  most  complete  medical  and  surgical  services  — The  Disabled  Veterans.  No  effort  is  made 
to  limit  service  to  the  indigent,  no  check  is  made  to  see  if  an  individual  has  committed  per- 
jury when  he  states  on  his  P-10  that  he  is  unable  to  take  care  of  himself  financially.  False 
statements  are  crimes  and  punishable  by  fine  and  imprisonment,  but;  I would  like  to  know  if 
anyone  has  ever  been  prosecuted  for  making  a false  statement  on  a P-10.  Cases  that  are  cov- 
ered by  Workmen’s  Compensation  have  been  admitted  to  Veterans  Hospitals  and  I understand 
that  payment  is  made  to  the  V.A.  Hospitals  for  services.  This  seems  to  me  to  be  unfair  to  other 
Hospitals.  A comparison  of  the  cost  per  patient  would  be  very  enlightening  as  the  tax  payers 
are  paying  the  bill.  This  is  a serious  situation  and  should  be  called  to  the  attention  of  Congress. 
Great  pleas  are  made  for  better  Hospitals  and  hospital  service  by  the  F.S.A.  The  V.A.  with 
unlimited  funds  is  encouraged  to  compete  with  the  local  Hospitals  and  those  operating  the 
V.A.  Hospitals  have  to  conform  to  the  directives  handed  down  to  them. 
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ALCOHOLISM.  SENILITY 
AND  INSANITY 

South  Dakota  law  states  that  there  shall  be 
a hospital  for  the  “insane”  operated  by  the 
State  of  South  Dakota.  Such  a hospital  is  our 
Yankton  State  Hospital  which  accepts  com- 
mitment of  these  “insane”  persons. 

Our  medical  dictionary  tells  us  that  “in- 
sanity” is  a derangement  of  the  mental  facul- 
I ties,  with  or  without  loss  of  volition  and  of 
consciousness.  In  the  broad  usage  of  the 
word,  alcoholism  and  senility  are  forms  of 
insanity.  In  modern  practice,  however,  treat- 
ment and  care  differ  so  widely  from  other 
forms  of  insanity  that  special  attention  must 
be  given  to  the  problems  of  alcoholism  and 
senility. 

Senility  is  a problem  that  is  due  to  become 
more  complex  as  time  goes  by.  Medical 
science  has  increased  the  life  span  to  such  a 
j point  that  the  degenerative  processes  are  pro- 
I ducing  senility  in  more  and  more  people. 
I Private  homes  and  families  do  not  have  the 
j type  of  incomes  or  know  how  to  care  for 
■ these  people  and  they  are  committed  as 
I “insane.”  In  the  vast  majority  of  cases,  they 
• are  harmless  but  constitute  a housekeeping 
problem  for  State  authorities. 

Inasmuch  as  they  do  become  State  prob- 
lems, it  is  the  opinion  of  many  that  they 
should  be  housed  by  the  State  in  other  than 
a hospital  for  the  “insane.”  They  need  a 
minimum  of  psychiatric  care,  because  most 
are  incurable;  they  do  need  a maximum  of 
comfort  and  perhaps  nursing  care. 

The  other  problem,  alcoholism,  is  also  be- 
coming more  acute  as  more  citizens  of  our 
nerve-wracked  economy  escape  their  prob- 
lems in  drink.  Alcoholism  is  a disease  as 
much  as  any  other  mental  illness. 

I The  Rapid  City  Daily  Journal  says  the  fol- 
I lowing  editorially  on  the  subject: 

“The  proponents  for  a state  hospital 
; for  alcoholics  point  out  such  an  institu- 
tion could  be  financed  by  the  state  tax 
on  beer  and  liquor. 


More  and  more,  in  South  Dakota  and 
throughout  the  country  increased  atten- 
tion is  being  paid  to  alcoholics  and  cures 
for  alcoholism.  That  is  as  it  should  be. 

It  becomes  more  and  more  evident  that 
alcoholism  is  a disease,  part  mental  and 
part  physical,  both  needing  treatment 
and  care. 

Why  is  not  incipient  alcoholism  thus 
recognized  and  prevented  from  running 
into  chronic  and  incurable  disease?  It 
isn’t  smart  to  neglect  the  after-effects  of 
a bad  cold  or  pneumonia.  Why  is  it  con- 
sidered smart,  especially  by  the  young, 
to  start  alcoholism?  What’s  the  matter 
with  a little  sensible  prevention?” 

Whether  the  answer  is  to  be  easily  arrived 
at  for  either  the  alcoholics  or  the  senile,  we 
aren’t  ready  to  say.  We  do  feel  that  now  is 
the  time  to  give  the  matter  considerable  at- 
tention and  thought. 


COMMON  COLD  IS  DISCUSSION  TOPIC 

The  Common  Cold  Foundation  sponsored  a 
conference  on  the  common  cold  February  13 
in  Chicago,  Illinois.  This  is  probably  the  first 
common  cold  conference  ever  held  in  which 
men  of  industry,  science  and  medicine  dis- 
cussed this  complex  disease.  Dr.  Thomas  G. 
Ward,  Associate  Professor  of  Bacteriology  at 
Johns  Hopkins  University,  was  guest  speaker 
at  the  conference  and  his  talk  was  followed 
by  a panel  discussion.  More  than  fifty-five 
important  industries  in  the  Chicago  area  were 
represented  by  their  medical  directors,  per- 
sonnel, industrial  and  public  relations  officers, 
and  industrial  nurses. 

The  role  of  the  common  cold  in  economic 
loss  to  industry  and  business,  the  dangers  of 
its  complications,  and  the  lack  of  continuous 
research  on  the  common  cold,  which  causes 
more  disability  than  all  other  diseases  com- 
bined, were  emphasized. 

The  Common  Cold  Foundation  is  a non- 
profit, free  enterprise  and  is  incorporated 
under  the  laws  of  the  State  of  Illinois. 
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I A.  B.  FLEECER.  M.D. 

A.  B.  Fleeger,  M.D.,  vet- 
eran Willow  Lake  physician 
died  recently  at  the  age  of 
83. 


ABERDEEN  DISTRICT 
HEARS  COCKRANE 

The  Aberdeen  District 
Medical  Society  met  at  the 
Sherman  Hotel  February  6th 
to  hear  Dr.  Ray  F.  Cockrane 
of  Minneapolis  speak  on 
“Vaginal  Bleeding  in  Rela- 
tion to  Obstetrics  and  Gyne- 
cology.” About  thirty  mem- 
bers were  in  attendance. 


USD  MED.  SCHOOL 
GETS  2nd  WINDFALL 

The  University  of  South 
Dakota  School  of  Medicine 
has  received  its  second  grant 
from  the  “National  Fund  for 
Medical  Education.”  This 
grant  was  in  the  amount  of 
$1,054.00  and  included  one 
designated  gift  from  a South 
Dakota  doctor  in  the  amount 
of  $100.00.  Donor  was  Dr. 
Roy  E.  Jernstrom  of  Rapid 
City. 


DISTRICT  SIX 
ELECTS  OFFICERS 

At  the  January  meeting  of 
the  Sixth  District  Society 
Meeting,  new  officers  were 
elected  as  follows: 


President:  V.  R.  Vonburg, 
M.D.,  Mitchell;  Vice-Presi- 
dent: Ronald  Price,  M.D.. 
Armour;  Secretary-Treas- 
urer: D.  R.  Nelimark,  M.D., 
Mitchell. 


RAPID  CITY  STARTS 
MED.  TECH.  SCHOOL  ■ 

St.  John’s  McNamara  Hos- 
pital has  opened  a school  of 
medical  technology  in  Rapid 
City.  Approval  of  the  school 
has  been  received  from  the 
American  Medical  Associa- 
tion and  the  American  So- 
ciety of  Clinical  Pathologists. 
Classes  will  operate  for  12 
months  per  class.  Students 
may  earn  their  B.S.  degrees 
if  they  enter  with  3 years  of 
college.  Credit  will  be  given 
by  the  S.  D.  School  of  Mines 
and  Technology. 

Staff  will  be  Wayne  Geib, 
M.D.,  Sister  M.  Loyola,  Dr. 
Walter  Lox.  Mrs.  L.  Palmer- 
ton,  Sister  M.  Jane  Francis 
and  others. 


KIENHOLZ  RESIGNS 
PIERRE  CLINIC  JOB 

George  Kienholz  has  re- 
signed the  position  of  bus- 
iness manager  for  the  Pierre 
Clinic  which  he  has  held  for 
the  past  30  years.  The  resig- 
nation becomes  effective 
March  1. 

Kienholz  has  been  presi- 


dent of  the  South  Dakota 
Crippled  Children’s  Society 
since  the  group  was  organ- 
ized in  1940.  He  was  instru- 
mental in  its  founding.  He 
plans  to  enter  the  securities 
investment  business  in 
Pierre. 


MENTAL  HEALTH  ASS'N 
STUDIES  COMMITMENTS 

The  legislative  committee 
of  the  South  Dakota  Mental 
Health  Association  is  cur- 
rently preparing  suggestions 
for  changes  in  the  South 
Dakota  commitment  laws. 
Headed  by  K.  J.  Campbell 
and  J.  C.  Foster  of  Sioux 
Falls,  the  committee  hopes  to 
present  its  findings  to  the 
Board  of  Charities  and  Cor- 
rections, the  Governor’s  Com- 
mittee on  Children  and 
Youth  and  the  State  Medical 
Association  before  putting 
the  finished  product  before 
the  Legislative  Research 
Council. 


I NEWS  NOTE 

Early  in  February,  Dr. 
M.  M.  Morrissey,  Pierre,  de- 
livered a son  for  a Mrs.  Ed- 
ward Nemec  of  Midland, 
S.  D.  Nothing  unusual  in  this 
except  that  this  was  the  18th 
delivered  by  Dr.  Morrissey 
for  the  same  lady  over  a 
period  of  twentv-three  years. 
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ACS  MEETING 
IN  TWIN  CITIES 

A three  day  sectional  meet- 
ing of  the  American  College 
of  Surgeons  has  been  sched- 
uled for  the  Radisson  Hotel 
in  Minneapolis,  March  24,  25, 
26.  The  first  two  days  will 
be  scientific  sessions,  the  last 
one,  teaching  clinics  and 
demonstrations  in  Minn- 
eapolis hospitals. 


8th  ANNUAL 

MEETING  OF 

ACA  IN  APRIL 

The  next  annual  meeting 
of  The  American  College  of 
Allergists  will  be  held  this 
year  at  the  William  Penn 
Hotel  in  Pittsburgh,  Penn- 
sylvania, on  April  7-8-9.  The 
College  is  offering  an  un- 
usually practical  program  for 
its  fellows,  members  and 
guests. 

In  addition  to  20  addresses 
on  general  topics  and  special 
scientific  investigations, 
there  will  be  round  tables  at 
luncheons  and  sectional 
meetings  devoted  exclusively 
to  the  psychosomatic  aspects 
of  the  allergic  patient,  al- 
lergy in  infants  and  children, 
allergic  manifestations  in  the 
skin,  as  well  as  those  seen  in 
the  eye,ear,  nose  and  throat. 

An  innovation  for  meetings 
of  allergists  will  be  a session 
devoted  to  the  problems  of 
the  allergic  patient  as  met  in 
modern  industrial  medicine. 
All  reputable  physicians  are 
welcome  to  attend.  For  more 
particulars,  write  the  College, 
LaSalle  Medical  Building, 
Minneapolis  2,  Minnesota. 

On  April  4-5-6,  1962,  at 
Pittsburgh,  Pennsylvania, 
The  American  College  of  Al- 
lergists will  offer  an  instruc- 


tion course  in  allergy.  To  in- 
sure complete  coverage,  the 
College  has  called  in  some  60 
well  known  authorities  in  the 
field  to  give  addresses,  clin- 
ical talks  and  demonstrations. 


RURAL  COMMITTEES 
MEET  IN  DENVER 

Representatives  of  State 
Medical  Society  committees 
on  Rural  Health  met  in  Den- 
ver on  February  28  preced- 
ing the  Seventh  Annual 
Conference  on  Rural  Health. 

Representations  on  the  pro- 
gram covered  “The  Physician 
as  a Citizen,”  “Activation  and 
Techniques  of  Organizing 
Health  Councils,”  and  “The 
Advantages  of  Having  Full 
Time  Health  Educators.” 

The  problems  holding  the 
main  interest  of  the  group 
concerned  how  to  get  health 
councils  operating,  how  to 
secure  physicians  for  rural 
areas,  and  how  to  work  out 
liaison  with  health  educators. 


MANUSCRIPT  EDITING 
SERVICE  ESTABLISHED 

To  improve  medical  journ- 
alism, the  AMERICAN  MED- 
ICAL WRITERS’  ASSOCIA- 
TION has  recently  estab- 
lished the  first  “Manuscript 
Editing  Service”  to  be  con- 
ducted by  a medical  associa- 
tion in  the  U.  S.  For  a small 
fee  the  Association  will  edit 
and  criticize  medical  manu- 
scripts (up  to  5,000  words). 
Its  aim  is  to  help  authors 
carry  out  the  dictum  of  Syd- 
ney Smith:  “The  writer  does 
the  most  who  gives  his  reader 
the  most  knowledge  and 
takes  from  him  the  least 
time.”  The  Association  is  a 
non-profit  organization  with 
no  salaried  officers.  Its  mem- 
bership includes  a large 


group  of  well  known  medical 
editors  and  writers.  Principal 
purpose  of  the  group  is  “to 
help  maintain  and  advance 
high  standards  of  medical 
literature.”  Further  details 
of  the  new  “Manuscript  Edit- 
ing Service”  may  be  obtained 
from  the  Secretary,  Harold 
Swanberg,  M.D.,  209-224 
W.C.U.  Building,  Quincy,  Ill- 
inois. 


CANCER  SYMPOSIUM 
MEETS  IN  ABERDEEN 

The  South  Dakota  Division 
of  the  American  Cancer  So- 
ciety, in  conjunction  with  the 
South  Dakota  State  Board  of 
Health,  sponsored  a Cancer 
Symposium  in  Aberdeen, 
Wednesday,  March  5,  1952. 

SPEAKERS 

Thomas  J.  Kinsella,  M.D. 
Clinical  Professor  Surgery, 
University  of  Minnesota 
Medical  School.  Surgical 
Consultant  in  Thoracic  Sur- 
gery U.  S.  Veterans  Bureau. 

Paul  N.  Larson,  M.D.  In- 
structor, Department  Obste- 
trics and  Gynecology,  Uni- 
versity Minnesota  Medical 
School.  Chief  Obstetrical  De- 
partment Northwestern  Hos- 
pital, Minneapolis,  Minn. 

PROGRAM 
4:00  P.  M. 

Breast  Tumors 

Doctor  Paul  N.  Larson 
Thoracic  Tumors 

Doctor  Thomas  J.  Kinsella 

DINNER 
7:30  P.  M. 

Carcinoma  of  the 
Cervix  Uteri 

Doctor  Paul  N.  Larson 
Carcinoma  of  the  Lung 
Doctor  Thomas  J.  Kinsella 

Meeting  Place 
Alonzo  Ward  Hotel 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  De  Walle,  Editor 


Antibiotics 

By  John  Ehrlich 
Research  Department 
Parke,  Davis  & Company 


I have  been  asked  to  talk  to  you  this  morn- 
ing about  antibiotics.  Only  ten  years  ago 
there  were  no  such  products,  and  yet  in  a 
period  of  six  to  eight  years  there  has  been 
created  in  this  country  alone  an  industry 
capitalized  at  between  200  and  250  million 
dollars,  and  an  annual  wholesale  business 
that  is  still  rapidly  increasing  and  is  even  now 
probably  close  to  these  figures.  I do  not  know 
what  the  prescription  business  amounts  to, 
but  I heard  a well-qualified  gentleman  very 
recently  suggest  that  it  might  amount  to 
nearly  half  a billion  dollars  by  next  year. 
That  is  something  phenomenal  even  in  this 
day  and  age  in  these  United  States. 

Let  us  take  a look  at  the  production  and 
price  changes  that  have  taken  place  in  two 
of  the  best  known  antibiotics.  Penicillin,  as 
you  know,  became  a commercial  product 
about  seven  or  eight  years  ago,  and  in  that 
time  its  rise  in  production  has  been  remark- 
ably fast.  Even  lately,  with  the  introduction 
of  newer  and  broader  antibiotics.  Penicillin 
manufacture  has  continued  to  increase  to  a 
point  where  we  produced  last  year  more  than 
one  hundred  and  twenty-five  tons  of  pure 
Penicillin  in'the  United  States  alone.  Strepto- 
mycin production  began  a bit  later  and  has 
also  shown  a very  steady  rise  to  something 
under  one  hundred  tons  of  the  pure  Strepto- 
mycin base  last  year.  With  these  volumes, 
with  the  construction  of  modern  large-scale 
facilities,  and  with  the  consequent  cutting  of 
production  costs,  wholesale  prices  have  shown 
a most  satisfactory  decline.  This  decline  is 
the  more  remarkable  when  you  consider  how 
much  research  and  development  went  into 
production  technology  and  the  intricacy  of  the 
resulting  manufacturing  procedures.  At  pres- 


Annual  Convention  of  South  Dakota  Phar- 
maceutical Association,  June  11  and  13,  1951. 


ent,  on  a gram  for  gram  basis.  Streptomycin 
and  Penicillin  cost  about  the  same. 

What  is  back  of  all  this?  Did  it  all  start 
with  Fleming’s  discovery  of  Penicillin?  What 
were  some  of  the  events  that  led  up  to  the 
sudden  flowering  of  this  new  technology?  I 
thought  we  would  take  just  a few  minutes  to 
consider  some  of  the  highlights  of  what  has 
been  going  on  in  the  minds  and  laboratories 
of  medical  scientists  throughout  the  civilized 
world  for  close  to  a hundrd  years.  It  is  fair 
to  say  that  the  beginning  of  the  antibiotics 
story  coincides  very  closely  with  the  begin- 
ning of  bacteriology.  Robert  Koch,  a German 
scientist,  demonstrated  in  1876  for  the  first 
time  that  an  infectious  disease  of  an  animal 
species  was  caused  by  a microbe.  That  was 
something  wholly  new  to  the  thinking  of 
physicians  and  pharmacists,  and  was,  there- 
fore, questioned  by  a great  many  people.  In 
fact,  some  of  them  said,  “It  can’t  be  true,  be- 
cause we  can  show  you  sheep  that  have  died, 
in  whose  blood  you  cannot  demonstrate  the 
anthrax  bacillus.”  However,  it  didn’t  take 
very  long  before  his  friend  and  competitor, 
Pasteur,  working  across  the  Rhine  in  France, 
became  interested  and  soon  found  the  reason 
why  some  of  these  sheep  did  not  show  an- 
thrax bacilli.  It  was  because  secondary  bac- 
teria had  interfered  with  the  anthrax  bacilh, 
and  then  in  turn  had  killed  the  sheep.  He 
went  on  and  demonstrated  in  test  tubes  and 
in  other  animal  experiments,  the  fact  that 
certain  microbes  are  capable  of  producing 
substances  that  are  harmful  to  other  microbes. 
And  he  stated  prophetically,  “These  facts  per- 
haps justify  the  highest  hopes  for  therapeu- 
tics.” That  was  in  1877.  The  idea  did  not  re- 
main an  isolated  one  in  Pasteur’s  mind.  It 
traveled  across  Europe  and  never  died 
throughout  the  ensuing  years.  Medical  scien- 
tists in  the  university  towns  and  hospitals 
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were  grappling  with  it,  seeing  whether  they 
could  not  somehow  grasp  something  practical 
out  of  this  dream.  In  1885  a Frenchman  and 
an  Italian  reported  efforts  to  cure  infectious 
diseases  by  introducing  antagonistic  microbes 
into  sick  animals  and  people.  In  1889,  another 
Frenchman;  in  1896,  another  Italian;  in  1899, 
a German  reported  their  experiments.  In  1913 
a Frenchman  actually  extracted  from  a mold 
a product  which  was  administered  to  approx- 
imately two  hundred  patients  who  were  suf- 
fering from  tuberculosis.  There  are  many 
reasons  why  these  early  efforts  failed;  reasons 
which  at  that  time  were  not  too  well  under- 
stood. Today  we  have  methods  of  handling 
microbes  and  elegant  purification  techniques 
not  available  to  the  mocrobiologists  and 
chemists  of  that  day,  and  specialized  manu- 
facturing equipment  that  the  engineering 
technology  of  fifty  years  ago  did  not  provide. 
These  are  tools  that  have  taken  a long  time 
to  forge. 

Now  let’s  review  briefly  what  has  happened 
during  the  past  few  years.  In  1929,  Alexander 
Fleming,  of  London,  experienced  one  of  those 
fortunate  accidents  in  the  history  of  science 
— the  accident  of  the  mold  that  contaminated 
and  then  lysed  one  of  his  Staph,  cultures.  His 
well-prepared  mind  grasped  the  significance 
of  that  accident  and  he  made  the  most  of  it. 
But  though  he  demonstrated  potency  and  lack 
of  toxicity  of  broth  containing  Penicillin,  he 
did  not  succeed  in  solving  the  mystery  of  how 
to  get  Penicillin  out  of  those  culture  fluids 
without  destroying  it  in  the  process.  It  was 
. 1940  before  Florey  and  his  colleagues  at  Ox- 

: ford  turned  the  trick.  They  did  so,  as  you 
know,  on  the  eve  of  war,  and  I will  not  bore 
, you  with  the  rest  of  that  story  — how  special- 
I ists  in  U.  S.  government  laboratories, 'in  uni- 
1 versities,  and  in  industry  pooled  their  skills 
I and  transformed  these  British  discoveries 
into  life-saving  reality  in  time  to  do  great 
good  during  World  War  II.  Meanwhile, 
Dubos,  working  at  the  Rockefeller  Institute 
I in  New  York,  had  discovered  Tyrothricin 
(including  Gramicidin)  and  I suspect  that  the 
. discovery  and  investigation  of  this  antibiotic 
stimulated  the  efforts  of  the  Oxford  group, 
and  led  them  to  have  another  try  at  Flem- 
ing’s Penicillin.  The  sulfas,  meanwhile,  had 
: come  into  the  picture  and  added  convincing 
evidence  that  the  old  dream  of  safe  chemo- 
therapy was  rapidly  coming  true — the  dream 


that  substances  could  be  made  or  found  that 
would  not  harm  human  tissue  and  yet  could 
stop  or  destroy  germs  in  the  body.  Waksman, 
of  Rutgers  University,  was  one  of  the  first 
and  most  persistent  of  the  many  who  joined 
the  intensified  search  for  promising  anti- 
biotic substances.  He  found  several  power- 
ful ones  that  proved  to  be  toxic  before  he  and 
two  graduate  students  announced  the  dis- 
covery of  Steptomycin  in  1944.  This  was  par- 
ticularly encouraging  because  it  extended  for 
the  first  time  the  range  of  antimicrobial  ac- 
tivity beyond  the  gram-positive  bacteria  to 
many  gram-negative  bacteria  and  to  the  acid- 
fast  bacilli  that  cause  tuberculosis.  Mean- 
while, another  antibiotic  had  been  discovered 
at  Columbia  University  in  New  York.  Dr. 
Meleney,  the  surgeon,  noticed  that  an  infected 
leg  wound  of  a little  girl,  whose  surname  was 
Tracy,  began  spontaneously  to  heal.  Being 
alert  to  all  that  had  gone  on  before,  he  fished 
out  the  infecting  microbes  and  found  that  one 
of  them  had  germ-stopping  properties  — an- 
other example  of  the  happy  accident  and  the 
prepared  mind.  From  this  microbe.  Bacit- 
racin was  eventually  obtained.  Among  the 
many  new  antibiotics  announced  during  the 
past  five  years,  three,  more  versatile  than 
Streptomycin,  have  come  of  age:  Chloro- 
mycetin, first  announced  in  1947  by  Parke, 
Davis  and  Company;  Aureomycin  in  1948  by 
Lederle  Laboratories;  and  Terramycin  by 
Chas.  Pfizer  and  Company  in  1950. 

What  is  an  antibiotic?  Perhaps  the  most 
simple  definition  is  this:  “An  antibiotic  is  a 
chemical  substance,  produced  by  a certain 
kind  of  microbe,  that  interferes  with  the  life 
processes  of  certain  other  kinds  of  microbes.” 
That  is  all  there  is  to  it.  Sometimes  the  con- 
cept is  broadened  to  include  the  products  of 
higher  plants  or  animals.  It  does  not  include 
clinical  usefulness,  and  that  is  a very  import- 
ant point  because  in  the  searches  that  have 
been  made,  several  hundred  substances  that 
met  this  definition  have  been  discovered,  have 
been  investigated,  and  some  of  them  des- 
cribed rather  fully.  Very  few  of  them,  only 
seven,  are  in  your  hands  today.  Why  is  this 
so?  When  a research  man  or  research  team 
uncovers  an  antibiotic  that  looks  new  and  in- 
teresting, he  asks  a number  of  questions.  The 
answers  to  these  questions  help  him  forecast 
its  usefulness  in  medicine. 

There  are  ten  questions:  1.  Does  it  have 
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the  power  to  interfere  with  the  life  processes 
and  disease-producing  activities  of  specific 
germs?  There  are  many  antibiotics  capable 
of  interfering  with  molds  and  other  microbes 
that  do  not  cause  disease  and  are  thus  not  of 
medical  interest.  It  must  have  specific  ac- 
tivity against  pathogenic  microbes.  2.  How 
potent  is  it?  Potency  means  that  it  must  be 
so  powerful  that  even  in  minute  amounts,  as 
when  the  antibiotic  is  diluted  in  the  fluids 
and  tissues  of  the  human  body,  it  will  still 
effectively  stop  the  activities  of  disease-pro- 
ducing germs.  3.  Is  it  effective,  not  only  in 
preliminary  test  tube  experiments,  but  also 
in  animal  trials  that  must  follow,  and  event- 
ually in  human  beings?  4.  This  is  something 
that  concerns  us  more  and  more  — Does  it 
discourage,  or  at  least  not  encourage,  the 
universal  trend  towards  development  of  toler- 
ance? Now,  all  kinds  of  molds,  microbes,  and 
men  become  tolerant  in  time  to  many  kinds 
of  chemicals.  More  specifically,  we  know  that 
streptococci,  staphlyococci,  and  gonococci  are 
becoming  more  and  more  resistant  to  the  sul- 
fas and  to  Penicillin,  and  that  tubercle  bacilli, 
with  disturbing  speed,  become  highly  resist- 
ant to  the  action  of  Streptomycin.  In  other 
words,  as  soon  as  we  start  evaluating  a new 
antibiotic,  we  try  to  find  out  something  about 
the  speed,  or,  as  we  may  hope,  the  slowness 
with  which  it  will  allow  the  development  or 
emergence  of  drug-tolerant  or  drug-resistant 
germs.  5.  A most  important  criterion  is  free- 
dom from  toxicity.  Is  the  antibiotic  safe  in 
human  beings?  6.  Are  its  chemical  and  phys- 
ical characteristics  such  that  it  can  be  ad- 
minstered  by  various  routes  — taken  by 
mouth,  put  into  solutions,  ointments,  etc.? 
7.  Is  its  chemical  nature  such  that  it  will  pass 
through  tissue  barriers  to  all  the  organs  of 
the  body,  so  it  can  reach  the  spot  where  the 
infection  is  active?  Will  it  get  into  an  infec- 
ted lung  for  example,  or  into  the  liver?  Will 
it  pass  through  the  toughest  of  all  barriers 
into  the  spinal  fluid,  the  brain?  8.  Stability: 
Will  it  stand  up  while  we  are  processing  it? 
What  about  its  shelf  life?  Most  important  of 
all,  will  it  maintain  its  activity  on  and  in  the 
body  and  in  the  presence  of  infection?  9.  Is 
it  soluble  in  water  or  other  acceptable  di- 
luents? 10.  Can  means  be  found  for  large- 
scale  production  at  a price  that  people  can 
afford?  These  are  the  questions  we  ask  when 
we  evaluate  new  antibiotics  in  an  attempt  to 


forecast  their  future  usefulness. 

How  do  we  go  about  all  this?  How  do  we 
find  these  antibiotics,  and  how  do  we  answer 
these  questions?  Usually,  we  obtain  samples 
from  nature  — from  soil,  rotten  cantaloupes, 
sewage,  any  place  where  microbes  are  known 
to  thrive.  We  isolate  them,  put  them  in  pure 
culture,  then  test  broth  culture  filtrates 
against  carefully  selected  disease-producing 
germs.  For  example,  we  may  test  them 
against  tubercle  bacilli,  undulant  fever  bacilli, 
and  many  others,  to  see  whether  these  crude 
culture  filtrates  will  inhibit  such  bacteria.  We 
may  include  fungi,  such  as  those  that  cause 
athlete’s  foot,  ring  worm,  etc.  We  may  test 
against  internal  parasites,  like  amoebae  that 
cause  dysentery.  More  recently  we  have  in- 
cluded some  of  the  viruses,  particularly  the 
very  small  ones  against  which  we  still  lack 
effective  treatment  agents.  And  still  more 
recently  we  have  begun  to  test  then!  against 
neoplasms  that,  like  viruses,  are  propagated 
in  small  animals,  such  as  living  chick  em- 
bryos, mice,  and  rats,  with  the  hope  that  one 
of  them  sometime  will  show  some  promise  of 
possible  effect  against  cancer.  It  is  a remote 
hope  indeed.  As  a result  of  such  screening 
tests  we  may  pick  up  a few  cultures  that  are 
active  and  appear  promising.  These  we  study 
further. 

If  they  continue  to  look  interesting,  we  will 
undertake  an  extensive  investigation  de- 
signed to  teach  us  how  to  handle  these  organ- 
isms so  as  to  obtain  the  highest  possible  yield 
of  antibiotic.  Proceeding  from  small  to  larger 
culture  vessels,  we  learn  what  to  feed  them, 
how  to  obtain  better  seed,  and  what  kind  of 
climate  to  provide. 

In  order  to  accomplish  this,  we  require  a 
yard  stick,  some  means  of  measuring  yield. 
Early  in  the  investigation  of  a new  substance 
— we  don’t  know  what  it  is,  we  can’t  look  at 
it,  we  can’t  weigh  it  — we  have  to  devise  some 
kind  of  a crude  test  that  we  hope  will  meas- 
ure the  substance  we  are  seeking.  Usually 
it’s  an  antimicrobial  test,  whereby  we  measure 
the  amount  of  the  culture  liquid,  or  the  dilu- 
tion of  the  liquid,  that  will  give  a certain  de- 
gree of  germ-killing  or  germ-stopping  effect. 
Once  the  test  is  established,  it  must  be  run 
by  the  dozens  and  by  the  hundreds,  every  day 
and  every  week,  in  order  to  make  progress 
with  the  new  antibiotic.  Once  the  bacter- 
iologist, or  mycologist,  learns  how  to  persuade 
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his  antibiotic-producing  culture  to  perform, 
we  than  come  to  a more  difficult  problem  — 
that  of  learning  how  to  separate  from  the 
hundreds  of  different  kinds  of  molecules  that 
exist  in  a culture  broth  the  one  that  we  are 
after.  Very  often  the  desired  molecule  is 
present  in  a concentration  of  only  one  hun- 
dredth of  one  per  cent.  That  is  a very  chal- 
lenging undertaking,  one  that  only  the  ex- 
perience of  recent  years  has  provided  us  the 
means  to  master.  I shall  omit  the  details  of 
how  we  go  about  that,  except  to  say  that  there 
are  two  general  approaches.  One  approach  is 
to  try  to  find  an  organic  solvent  which  will 
separate  the  molecule  we  want  from  most  of 
the  other  present,  and  then  to  handle  the  ex- 
tract in  various  ways  so  as  to  concentrate  it. 
If  that  doesn’t  work,  and  often  it  doesn’t,  we 
try  to  find  a combination  of  conditions  and 
of  surface  active  absorbents,  such  as  activated 
carbon  or  ion  exchange  resins,  which  will 
selectively  absorb  on  these  minute  surfaces 
the  desired  material  and  leave  the  rest  be- 
hind. We  then  have  to  find  a means  of  eluting 
or  freeing  our  material  from  the  absorbent  in 
I the  hope  of  concentrating  and  separating  it 
( later.  A job  like  this  may  take  a week,  some- 
[ times  two  or  three  years  of  endeavor  by  a 
team  of  skilled  biochemists.  When  that  is 
done,  the  team  will  attempt  to  attain  com- 
plete chemical  purification,  will  characterize 
the  material,  and  establish  its  molecular 
structure.  If  the  structure  is  not  too  complex, 
an  attempt  will  be  made  to  synthesize  it  in 
the  laboratory.  As  soon  as  even  a crude  con- 
centrate is  available,  the  job  of  getting  an 
answer  to  some  of  the  ten  questions  has 
begun. 

j I would  like  to  mention  some  of  the  things 
done  in  conducting  that  evaluation.  First  of 
all  we  determine  how  wide  a range  of  anti- 
microbial activity  it  has  in  order  to  forecast 
the  possible  breadth  of  its  usefulness.  We  may 
test  it  against  two  hundred  bacteria  and  judge 
how  well  it  compares  with  available  drugs. 
Take,  for  example,  a new  antibiotic  that  is 
active  against  tubercle  bacilli,  will  it  be  worth 
spending  a year’s  time  on  and  maybe  half  a 
million  dollars?  It  is  questions  like  these 
that  we  have  to  ask  ourselves  routinely.  We 
than  have  to  find  out  what  it  will  do  to  animal 
tissue.  First  we  inject  it  in  large  doses  into 
small  animals  such  as  rats  and  mice  to  see 
whether  it  will  kill  them.  If  it  does,  our  in- 


terest usually  slumps  rapidly.  But  if  small 
animals  tolerate  it  well,  we  administer  this 
new  substance  to  larger  animals  — animals 
that  are  closer  to  man,  like  dogs  and  monkeys 
— by  various  routes  over  longer  periods.  We 
watch  them  for  obvious  effects,  then  sacrifice 
the  animals  and  examine  every  tissue  and 
organ  for  any  indication  of  possible  cumula- 
tive damage  — a costly  but  essential  pro- 
cedure. Meanwhile,  the  material  is  adminis- 
tered to  animals  in  which  previously  the 
selected  infections  have  been  established. 
First  these  infections  have  to  be  standardized, 
and  then  experiments  have  to  be  designed  in 
such  a way  as  to  determine  the  type  of  re- 
sponse of  the  host  and  of  the  infection  to  the 
drug.  We  determine  the  degree  of  latitude 
that  exists  between  the  toxicity  and  the  effec- 
tiveness of  the  antibiotic,  in  order,  ever  more 
closely,  to  define  the  conditions  that  will 
govern  later  clinical  trials  in  humans.  New 
types  of  chemical  or  biological  tests  must  be 
devised  in  order  to  measure  accurately  the 
concentration  of  the  antibiotic  that  follows 
a given  dosage  regime  — the  concentration 
that  is  obtained  in  blood,  in  urine,  and  in 
cerebrospinal  fluid.  And  then  concurrent 
pharmacological  studies  can  be  undertaken. 
First  we  ascertain  the  extent  to  which  the 
antibiotic  may  be  absorbed  by  the  blood 
stream  following  injection,  and  from  the 
gastro-intestinal  tract  following  administra- 
tion by  mouth.  Its  distribution  can  then  be 
followed  through  the  body,  as  well  as  its  con- 
centration in  various  organs  and  tissues;  its 
degradation  — the  way  in  which  body  chem- 
icals may  alter  the  drug  and  make  it  more  or 
less  effective — ; and,  finally  the  routes  and 
rates  of  excretion.  These  facts  are  needed 
for  a complete  understanding  of  just  what 
this  new  chemical  is  going  to  do  to  people.  All 
these  researches  go  on  concurrently,  and  at 
a quickening  pace  as  the  new  material  begins 
to  show  promise. 

Let  us  now  turn  to  the  seven  antibiotics 
that  are  in  use  today.  I thought  that  you 
might  like  to  review  the  highlights  of  their 
sources,  characteristics,  properties,  and  range 
of  usefulness.  Tyrothricin  and  Bacitracin  are 
both  produced  by  Bacilli;  Pencillin  by  Pen- 
icillium  molds;  the  remaining  four  by  Ac- 
tinomycetes,  mold-like  bacteria,  all  members 
of  the  genus  called  Streptomyces.  Every  one 
of  these  antibiotics  is  produced  by  an  individ- 
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ual  . process.  Under  controlled  conditions  a 
selected  pure  culture  is  grown  in  special 
broth  and  the  antibiotic  then  extracted  from 
the  broth  and  purified.  There  is  one  exception 
and  that  is  Chloromycetin,  because  the 
Chloromycetin  molecule  is  small  enough  and 
simple  enough  so  that  it  proved  possible  for 
chemists  to  learn  how  to  put  it  together  in 
the  laboratory.  That  fortunate  circumstance 
has  made  it  possible  to  devise  chemical 
methods  of  manufacture  which  are  more  ef- 
ficient than  the  natural  method.  As  a result, 
over  ninety  per  cent  of  the  Chloromycetin 
sold  today  is  manufactured  chemically. 

What  is  the  nature  of  these  materials? 
Tyrothricin  and  Bacitracin  are  both  ex- 
tremely large  polypeptid  molecules,  with 
molecular  weights  in  excess  of  two  thousand. 
Their  structure  is  unknown,  and  if  it  should 
ever  become  known,  we  can  be  perfectly  cer- 
tain that  it  will  not  be  possible  to  synthesize 
them.  Aureomycin  and  Terramycin  may  be 
mentioned  together  also,  because,  though  they 
are  much  smaller  in  molecular  size,  their 
structure  has  not  yet  been  disclosed.  I am  cer- 
tain that  the  chemists  at  Lederle  and  at  Pfizer 
have  learned  a great  deal  about  the  nature  of 
their  antibiotics;  but  it  appeared  rather  early 
that  chemically  these  two  materials  were  ex- 
ceedingly similar,  as,  in  fact,  they  are  similar 
biologically  in  their  effects.  It  is  quite  under- 
standable that  they  would  be  reluctant  to  dis- 
close full  chemical  data  until  they  were  both 
quite  ready.  The  other  three  antibiotics  have 
structures  that  are  known.  The  empirical 
formulae  of  the  five  non-polypeptids  reveal 
their  comparative  size  and  composition.  A 
great  many  Penicillins  have  been  found  or 
have  been  obtained  by  feeding  the  mold  with 
selected  chemical  precursors,  and  certain  of 
them  may  one  day  come  into  use  if  they 
should  prove  to  have  any  advantages  over 
Penicillin  “G.”  Streptomycin  is  a much  more 
complicated  type  of  structure.  Chloromycetin 
is  so  relatively  simple  a molecule  that  chemist 
teams  working  in  Detroit  have  made  a great 
many  related  molecules  with  the  hope  of  pro- 
ducing variations  even  better  than  the  orig- 
inal. 

Now  to  a comparison  of  some  of  the  charac- 
teristics of  the  antibiotics.  Tyrothricin  is  in- 
soluble in  water,  but  it  is  soluble  in  alcohol. 
Bacitracin,  on  the  other  hand,  is  very  soluble. 
Streptomycin  is  a base;  Penicillin,  an  acid. 


both  forming  water  soluble  salts.  Chloro- 
mycetin is  a neutral  compound  moderately 
soluble  in  water.  Aureomycin  and  Terra- 
mycin are  ampoteric  and  both  are  available 
as  soluble  acid  salts.  Solutions  of  the  anti- 
biotics differ  considerably  in  stability;  Peni- 
cillin and  Aureomycin  being  least  stable; 
Streptomycin  and  Chloromycetin  the  most 
stable.  Molecular  size  is  a particularly  in- 
teresting characteristic  because  of  its  bearing 
on  the  extent  of  absorption  by  the  blood 
stream  from  the  gut,  and  distribution  through 
the  body.  Thus,  Streptomycin,  largest  of  the 
five  non-polypeptid  antibiotic  molecules,  is 
not  absorbed  from  the  gut  to  any  appreciable 
extent.  Contrast  this  picture  with  that  of 
Chloromycetin,  the  smallest  of  the  five  mole- 
cules, which  is  very  efficiently  absorbed  from 
the  gut,  reaches  high  blood  levels  that  are 
proportional  to  the  size  of  the  dose  and  passes 
through  almost  every  tissue  barrier  of  the 
body,  reaching  effective  concentrations  even 
in  the  relatively  inaccessible  spinal  fluid. 

These  facts  largely  determine  the  routes  of 
administration  of  the  antibiotics.  Thus,  Tyro- 
thricin and  Bacitracin  are  employed  only  for 
their  local  effects;  Streptomycin  is  used 
locally  and  by  injection,  but  not  by  mouth 
for  systemic  effects;  whereas  Penicillin  and 
the  three  broad-spectrum  antibiotics  — 
Chloromycetin,  Aureomycin,  and  Terramycin 
— are  administered  effectively  by  all  routes. 

What  harmful  or  unpleasant  effects  do  they 
exert  on  the  body?  Tyrothricin  destroys  red 
blood  cells  and  must  therefore  be  used  so  as 
to  avoid  direct  contact  with  the  blood  stream. 
Bacitracin  is  not  nearly  so  dangerous,  but 
wherever  clinical  investigators  have  at- 
tempted to  administer  it  parentally,  more  or 
less  serious  damage  to  the  kidney  has  re- 
sulted. For  that  reason  Bacitracin  today  is 
sold  only  in  local  dosage  forms.  Penicillin, 
for  practical  purposes,  is  devoid  of  toxicity, 
even  in  doses  much  larger  than  those  usually 
employed;  but  unfortunately  the  incidence  of 
sensitivity  of  one  kind  or  another  is  sub- 
stantial. And  patients  who  are  not  initially 
sensitive  to  it  may  become  sensitized  by  its 
use.  That  is  one  of  the  growing  problems  of 
chemotherapy.  Streptomycin  is  not  very 
toxic,  but  because  its  greatest  usefulness  is  in 
the  prolonged  treatment  of  tuberculosis,  there 
often  results  cumulative  damage  to  the  eighth 
cranial  nerve  with  consequent  dizziness  or 
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deafness.  The  three  broad-spectrum  anti- 
biotics have  not  demonstrated  any  serious 
toxicity.  By  and  large,  their  main  shortcom- 
ings seem  to  be  some  irritation,  particularly 
of  the  mouth,  gastrointestinal  tract,  anus,  and 
vagina;  but  usually  the  reactions  are  not  too 
severe.  The  three  antibiotics  may  differ 
somewhat  in  the  incidence  and  severity  of 
the  irritation,  but  that  is  something  that  use 
and  time  will  help  clarify.  At  present,  all 
three  appear  to  be  valuable  additions  to  the 
therapeutic  armamentarium. 

How  do  the  five  safe  antibiotics  compare  in 
antimicrobial  activity?  What  are  their  limi- 
tations and  peculiar  advantages  in  combating 
the  many  infections  of  mankind?  All  of  them 
are  active  against  most  gram-positive  bac- 
teria, against  the  cocci  that  cause  gonorrhoea 
and  meningococcal  meningitis,  and  against 
the  spirochete  of  syphilis.  Among  the  diseases 
caused  by  susceptible  gram-positive  bacteria 
are  the  common  pneumonias,  diphtheria, 
scarlatina,  staph,  and  strep,  infections,  mas- 
titis, anthrax,  and  gas  gangrene.  The  range 

I of  Penicillin  activity  is  limited  to  these. 

Streptomycin  is  in  a class  by  itself,  because 
it  is  active  also  against  the  acid-fast  bacillus 
of  tuberculosis  as  well  as  against  many  gram- 
negative bacteria,  including  many  of  those 
that  cause  whooping  cough,  Friedlander’s 
pneumonia,  some  cases  of  undulant  fever  or 
brucellosis,  bacillary  dysentery  and  urinary 
tract  infection,  influenzal  meningitis,  and 
tularemia. 

Chloromycetin,  Aureomycin,  and  Terra- 
mycin  constitute  the  third  group.  While  they 
lack  effectiveness  against  tuberculosis,  all 
three  are  active  against  all  the  other  bacteria 
mentioned,  and,  in  addition,  against  the  ric- 
kettsiae  that  cause  typhus  fever,  Q fever,  and 
spotted  fever.  Furthermore  they  are  effective 
against  many  cases  of  virus  pneumonia,  lym- 
phogranuloma and  lymphopathia  venereum, 
and  parrot  fever.  While  they  lack  specific 
activity  against  the  viruses  that  cause 
chickenpox,  measles,  and  mumps,  they  are 
proving  to  be  helpful  in  alleviating  the  sever- 
ity of  these  diseases,  probably  by  controlling 
secondary  bacterial  complications.  Chloro- 
mycetin possesses  the  added  distinction  of 
effectiveness  against  typhoid  fever. 

: In  closing,  let  me  point  out  that  none  of 

these  antibiotics  possesses  specific  activity 
against  fungus  infections  such  as  athlete’s 


foot  and  ringworm  of  the  scalp,  and  thrush; 
against  protozoal  infections  such  as  amebiasis 
and  malaria;  against  roundworm  infections 
like  filariasis;  against  many  virus  infections 
including  the  common  cold,  influenza,  the 
varous  kinds  of  encephalitis,  smallpox,  and 
poliomyelitis;  or  against  cancer.  Thus,  in 
spite  of  the  enormous  contributions  that  the 
available  antibiotics  have  made  to  the  treat- 
ment of  infectious  disease  during  these  past 
few  years,  still  better  antibiotics  with  unique 
or  yet  broader  activity  are  still  urgently 
needed.  Those  of  us  whose  privilege  it  is  to 
work  in  the  laboratory  and  seek  such  new 
life-saving  drugs  have  accepted  this  challenge. 
We  share  your  hope  that  the  next  ten  years 
may  witness  still  further  progress  in  the  con- 
quest of  disease. 


For  the  past  several  years  the  Division  of 
Pharmacy  has  held  a Pharmaceutical  Insti- 
tute or  Refresher  Course  for  the  pharmacists 
of  South  Dakota  the  first  part  of  April.  I re- 
gret very  much  to  inform  you  that  it  will  be 
impossible  for  us  to  have  the  Refresher 
Course  this  year  for  the  following  two 
reasons: 

Professor  Blackwell  resigned  as  of  January 
1,  1952,  and  it  has  been  necessary  for  the 
other  members  of  Pharmacy  staff  to  take 
over  his  work  for  the  rest  of  the  year.  This 
means  an  additional  load  for  each  of  us.  The 
second  reason  is  that  we  are  being  reinspec- 
ted for  accreditation  by  the  American  Coun- 
cil on  Pharmaceutical  Education  on  April  14 
and  15,  and  as  this  inspection  is  very  import- 
ant it  will  require  considerable  preliminary 
work  on  our  part.  We  definitely  plan  on  hold- 
ing a Refresher  Course  in  April  1953. 

DRUG  STUDIES 

Recent  investigations  and  arrests  in  nar- 
cotic traffic  in  the  Black  Hills  area  has  inten- 
sified pressure  for  a stiffening  of  the  state 
laws  on  the  handling  of  such  drugs. 

Plans  are  now  underway  to  introduce  such 
legislation  at  the  next  session  of  the  legisla- 
ture. If  the  newness  of  the  disburbance  in 
the  Hills  has  not  worn  off  and  public  opinion 
has  not  become  indifferent,  we  may  see  some 
needed  changes. 
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MARCH  MESSAGE 

DURHAM-HUMPHREY  LAW  EFFECTIVE  APRIL  26th 
PHYSICIANS— PHARMACISTS— PATIENTS 
MUST  COMPLY  WITH  THE  NEW  REQUIREMENTS 

The  first  regulations  have  already  been  proposed  but 
are  so  complex  that  no  one  would  read  them  anyway,  I 
will  just  try  to  mention  the  essential  procedures  to  follow 
on  the  part  of  the  physician,  the  pharmacist  and  the  patient. 

Physician,  All  of  the  drugs  and  medicines  either  compounded 
or  dispensed  from  containers  prepared  by  a pharmaceutical 
maker,  which  carry  the  new  Rx  Legend:  “Federal  Law  Pro- 
hibits DISPENSING  WITHOUT  A PRECRIPTION,”  must 
have  complete  authority  given  by  you  either  in  the  original 
prescription  or  subsequent  authorization  in  the  form  of  a REFILL  O.K.  This  refill  O.K.  can 
be  given  to  the  pharmacist  over  the  telephone.  Now  you  are  going  to  have  a lot  of  extra  tele- 
phone calls  pertaining  to  refills  wanted  by  your  patients  who  are  using  the  sulfas,  the  penni- 
cillins,  aureomycins,  terramycins,  Chloromycetin,  thyroids,  amphetamines  and  the  many  gland- 
ular products.  Many  patients  in  the  past  have  cautiously  consulted  you  anyway  before  present- 
ing the  prescription  container  for  a refill  to  the  pharmacist.  You  then  gave  this  authority  to 
the  patient,  now  the  pharmacist  must  have  same  either  in  the  form  of  a new  prescription  or 
a telephone  authorization  refill  notice.  This  is  to  your  complete  protection  and  also  to  the 
protection  of  the  health  of  the  patient.  You  can  ease  your  problem  by  indicating  on  the  orig- 
inal prescription,  the  number  of  refills  approved  covering  the  period  of  medication  desired. 
PHARMACIST 

Our  great  problem  will  be  to  inform  the  patients  about  this  authority  refill  O.K.  needed. 
The  patients  are  pretty  well  informed  about  the  narcotic  and  barbiturate  regulations,  but  this 
will  be  a big  jolt  to  them.  Pharmacists  already  are  considering  the  affixing  on  the  container, 
containing  these  Rx  Legend  drugs  a small  strip  label  “You  Must  Consult  Your  Physician  Be- 
fore This  Prescription  Can  Be  Refilled,”  if  such  refill  authority  has  not  been  given  in  the 
original  prescription.  This  will  make  this  patient  call  you.  Doctor,  as  it  should  be. 

We  also  must  be  possitive  about  this  refill  authority  given  over  the  telephone  to  meet  the 
requirement  of  the  law.  A record  and  filing  of  such  must  be  made  and  a number  of  methods 
are  in  the  making. 

THE  PATIENT 

He  is  going  to  be  disgruntled  for  a long  time,  but  they  in  the  end  will  gain  added  protection 
of  their  health.  Much  of  this  self  medication  and  the  passing  of  a prescription  originally  in- 
tended for  one,  to  any  member  of  their  family  or  neighbors  and  friends,  will  receive  dis- 
couragement. 

GRAIN  CONTAMINATION 

I attended  a meeting  held  in  Huron  in  the  month  of  January  which  had  as  its  purpose  the 
organizing  of  various  groups  to  give  aid  and  help  in  the  reducing  the  loss  of  grains  from  con- 
tamination by  insects  and  rodents  and  the  complete  destruction  thereof.  The  pressure  is  being 
brought  by  the  Food  and  Drug  Administration  on  the  millers  of  flour,  and  handlers  clear  down 
the  line  to  the  producer  of  this  grain.  When  he  makes  delivery  of  this  product  to  the  elevator 
buyer,  attention  is  paid  by  this  buyer  as  to  the  extent  of  damage  done  by  rodents  and  the 
combining  contamination  from  other  sources. The  grain  loss  last  year  was  14%  of  the  entire 
grain  crop. 

We  druggists  will  have  one  member  on  this  State  organization.  The  great  importance 
asked  of  us  is  to  cooperate  in  the  rodent  extermination  in  our  cities  and  communities.  We  will 
be  asked  to  disseminate  this  publicity  to  every  grain  raiser.  We  must  be  able  to  give  the  best 
remedies  for  this  rodent  extermination.  Much  of  this  information  will  be  forthcoming. 
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Dear  Auxiliary  Members; 

We  have  reached  that  time  of  the  year 
when  the  memberships  to  the  Auxiliary  are 
coming  in  from  the  districts,  and  we  are 
watching  these  receipts  with  a hopeful  atti- 
tude for  this  year  we  have  stressed  an  in- 
crease in  membership  to  the  Woman’s  Auxil- 
iary to  the  South  Dakota  Medical  Association. 
This  is  a nation-wide  project  with  the  goal 
set  at  10,000  new  members.  We  are  hoping 
that  the  slogan  “Be  a member-Get  a member” 
has  been  meaningful  to  you  and  that  each  has 
done  his  part. 

Word  has  been  received  from  the  South 
Dakota  State  Nurses  Association  expressing 
their  appreciation  for  the  interest  that  the 
Woman’s  Auxiliary  is  showing  in  nurse  re- 
cruitment. Thru  their  Executive  Secretary, 
Miss  Mildred  Corcoran,  Box  430,  Mitchell  we 
have  been  informed  that  if  an  Auxiliary  mem- 
ber is  planning  a tea  for  High  school  girls,  and 
there  is  no  member  of  the  nursing  profession 
in  the  local  community,  the  State  Nurses  As- 
sociation will  make  every  effort  to  send  in  a 
member  to  talk  to  the  girls.  This  type  of  co- 
operation is  sincerely  appreciated. 

An  Executive  Board  meeting  is  to  be  held 
in  Sioux  Falls,  Feb.  27,  during  the  Sioux  Val- 
ley Medical  meeting  at  which  time  it  is  hoped 
that  a large  number  of  the  officers  can  be 
present  to  draw  up  and  approve  the  final  con- 
vention program.  Mrs.  Leo  J.  Schaefer,  first 
vice-president  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  is  to  be 
our  guest  at  our  convention  May,  18,  19,  20, 
and  we  are  very  fortunate  indeed  in  being 
able  to  secure  Mrs.  Schaefer  as  the  National 
representative  to  South  Dakota.  I know  you 
will  enjoy  meeting  her  and  will  profit  from 
the  message  she  will  bring  to  us. 

NOW  is  the  time  to  make  plans  to  be  in 
Sioux  Falls  for  the  annual  meeting  May  18, 
19,  and  20.  The  Seventh  District  Medical 
Auxiliary  is  making  arrangements  for  social 
events  and  we  promise  you  that  the  business 
sessions  will  move  swiftly.  It  is  my  hope  that 
a great  many  members  will  attend  these  meet- 


ings and  thus  acquaint  themselves  with  what 
is  being  done  in  the  state  thru  our  group. 
By  learning  what  is  being  done  and  what 
can  be  done,  we  become  interested  in  the 
work.  Our  Auxiliary,  on  national  level,  is 
assuming  a big  place  in  the  work  of  the  Amer- 
ican Medical  Association  and  its  related  ac- 
tivities and  each  year  are  being  asked  to  do 
more  things  for  them.  The  time  may  soon 
come  when  our  state  Auxiliary  can  perform 
a real  service  to  our  state  Medical  Association 
and  we  want  to  be  ready. 

Your  president  is  scheduled  to  visit  the 
Watertown  Auxiliary  on  March  4,  and  is  go- 
ing to  need  the  assistance  of  the  weatherman. 
The  Yankton  Auxiliary  has  asked  that  I try 
to  come  there,  too,  in  March,  after  having  had 
to  give  up  the  Dec.  visit  because  of  the  roads. 
It  is  a real  pleasure  to  visit  these  groups  and 
I enjoy  meeting  the  members. 

There  is  still  time  for  the  Auxiliaries  to 
entertain  the  high  school  girls,  interesting 
them  in  joining  the  nursing  profession.  Ma- 
terials can  still  be  sent  to  Medical  and  Sur- 
gical Relief,  Inc.  Health  Days  can  be  spon- 
sored to  acquaint  the  public  with  the  fact  that 
THEIR  doctor  is  interested  in  preventative 
medicine.  Do  not  fail  to  call  upon  the  volun- 
teer health  organizations  for  material.  Keep 
up  the  good  work  and  make  plans  now  to  be 
in  Sioux  Falls  May  18,  19,  and  20. 

Mrs.  Howard  R.  Wold,  Pres. 


Seventh  District  Medical  Auxiliary 

We  had  a very  nice  holiday  season  meeting 
with  sixty  members  present  and  the  program 
was  most  interesting  in  that  children  of  the 
various  members  performed. 

Our  two  meetings  held  in  1952  have  been 
well-attended  and  everyone  seems  enthusias- 
tic. We  had  an  educational  program  in  Jan- 
uary with  Capt.  Albert  Konstant  of  the  local 
filter  center  giving  a very  informative  talk 
on  Civil  Defense. 

Plans  are  well  underway  for  our  annual 
project  “Health  day.”  We  are  hoping  to  have 
a large  attendance  this  year  to  reach  manv 
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people  who  will  profit  a great  deal  from  the 
material  presented.  The  tentative  dates  are 
either  April  22  or  29,  and  is  to  be  held  in  the 
little  theatre  in  the  YMCA.  It  is  a very  worth- 
while project. 

We  held  a bridge  luncheon  at  the  Town 
Club,  Feb.  27  for  the  ladies  at  the  Sioux 
Valley  convention. 

Mrs.  N.  E.  Wessman 
Sioux  Falls,  S.  D. 


Word  has  been  received  from  Mrs.  A.  B. 
Scales,  Pickstown,  saying  that  she  gave  a 
“Valentine  Tea”  for  the  sophomore,  junior, 
and  senior  high  school  girls  as  her  part  in 
the  Auxiliary’s  program  of  recruitment  of 
nurses.  Many  of  them  are  doing  nurse’s  aid 
work  in  their  local  hospital. 


PLACENTA  PREVIA— 

(Continued  from  Page  75) 

In  the  sixth  month  of  pregnancy  she  re- 
ported some  contractions  and  a moderate 
amount  of  vaginal  bleeding.  This  responded 
quickly  to  bed  rest  and  conservative  measures 
at  home. 

After  the  bleeding  had  subsided  she  under- 
went X-ray  examination  for  localization  of 
the  placenta.  The  placenta  was  considered 
to  lie  low  on  the  anterior  uterine  wall  and  to 
represent  either  a low  lying  placenta  or  mar- 
ginal placenta  previa.  (Fig.  11  & 12).  The 
physician  advised  the  patient  of  this  with 
instructions  to  report  any  undue  occurence. 
A course  of  watchful  waiting  was  decided 
upon  to  allow  for  greater  fetal  maturity. 

The  remainder  of  the  pregnancy  was  un- 
eventful and  she  delivered  a living  child  at 
term.  Her  physician  considered  the  delivery 
uneventful  and  normal.  There  was  no  un- 
usual bleeding. 

Comment:  X-ray  examination  locahzed  the 
placenta  and  allowed  a conservative  course 
and  avoided  undue  c.oncern  on  the  part  of 
both  patient  and  physician. 

Summary: 

Six  cases  of  placenta  previa  or  marginal 
placenta  are  reported.  X-ray  examination 
correlated  with  the  clinical  findings  can  be 
of  definite  aid  to  the  attending  physician. 
Note: 

All  examinations  were  done  on  standard 
equipment  without  the  aid  of  accessories  or 
special  techniques. 


Advertisement 

From  where  I sit 
Joe  Marsh 


It  Isn’t  the  Heat- 
h’s the  Hide! 


Big  discussion  after  the  Grange 
meeting  Friday  night.  Tik  Anderson 
said  that  hogs  were  more  affected  by 
the  hot  weather  than  cattle.  Skeeter 
Morgan  declared  that  it  wasn’t  so — 
that  he  never  saw  any  hogs  bothered 
by  the  hot  sun  like  his  cows  were. 

I was  glad  when  Rusty  Robinson 
stepped  in. 

“Boys,”  he  says,  “don’t  get  so  rUed 
up.  It  aU  depends  on  what  color  the 
livestock  are.  Hogs  or  cattle,  those 
with  light-colored  coats  absorb  less 
heat  from  the  sun  than  animals  with 
dark  coats.  You’re  both  right!” 

From  where  I sit,  so  many  useless 
arguments  could  be  avoided  if  a per- 
son would  remember  he  doesn’t  have  all 
the  right  on  his  side.  Like  those  who 
would  tell  others  how  to  practice  their 
profession — like  those  who  would  in- 
sist that  coffee,  for  instance,  is  the 
only  drink,  forgetting  that  other  peo- 
ple have  a right  to  a glass  of  beer  now 
and  then.  If  we  wouldn’t  get  so  “het 
up”  about  our  prejudices — we’d  all 
be  better  off! 


Copyright,  1952,  United  States  Brewers  Foundation 
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Tracheotomy  in  Bulbar  Poliomyelitis 

Robert  E.  Priest,  M.D. 

Minneapolis,  Minnesota 


In  1946  a devastating  epidemic  of  polio- 

* myelitis  occurred  in  Minneapolis.  Physicians 
were  faced  with  problems  seldom  equalled 
in  quantity  or  quality.  These  problems  were 

i solved  in  the  manner  which  seemed  most 
sensible  at  the  time.  Among  measures  used 
[ was  tracheotomy  in  cases  of  bulbar  polio- 
■ ■ myelitis  having  secretional  obstruction  of  the 
, pulmonary  airways.  At  the  end  of  the  epi- 
demic results  were  tabulated  and  accounts  of 

• experiences  were  published  in  the  belief  that 
the  reports  might  be  useful  to  others.  As 
might  have  been  anticipated  the  reactions  of 
the  medical  world  were  varied.  Some  authors 
took  issue  with  the  Minnesota  group  saying 
its  treatment  of  certain  cases  had  been  too 

■.  radical  and  might  even  have  prejudiced  the 
, chances  for  recovery  of  some  patients.  Other 
- commentators  agreed  with  the  Minnesota 
i group.  The  purpose  of  this  paper  is  to  eval- 
uate  tracheotomy  in  bulbar  poliomyelitis  in 
light  of  today’s  experience  and  to  discuss  its 
indications  and  dangers.  Among  the  reports 
giving  rise  to  controversy  was  that  of  Priest, 
Boies  and  Goltz^^  on  tracheotomy  in  bulbar 
poliomyelitis.  This  paper  reported  exper- 
iences  in  an  epidemic  of  1830  cases.  About 
. 400  were  “bulbar.”  75  of  these  had  tracheoto- 
mies. 29  survived  and  in  19  cases  it  seemed 
that  tracheotomy  had  been  a decisive  factor 
in  the  recovery. 

Although  the  original  series  contained  only 
75  cases  of  tracheotomy  in  bulbar  poMo- 
myelitis,  was  by  far  the  largest  single  group 
> at  the  time  of  publication.  Miller  and  Buck^z 
f,  have  since  reported  181  tracheotomies  in  polio 
I’  patients,  and  papers  on  many  smaller  series 
V have  also  been  published.  Experiences  since 
t-  1947  at  the  University  of  Minnesota  are  also 
I presented  in  the  present  paper. 


From  the  Division  of  Otolaryngology  of  the  Uni- 
versity of  Minnesota  Medical  School. 


f.  Presented  at  the  South  Dakota  State  Medical 
U Association  meeting  at  Aberdeen  in  June  1951. 

i- 


Because  medical  indices  have  been  pub- 
lished irregularly  since  World  War  II  mag- 
azine articles  have  been  hunted  out  by  scrut- 
inizing pertinent  journals.  Some  papers  have 
undoubtedly  been  missed.  This  has  been  un- 
intentional. All  papers  known  to  us  have 
been  included. 

About  26  papers  on  tracheotomy  in  bulbar 
poliomyelitis  have  been  published  since  1946. 
These  papers  fall  into  several  groups.  Quite  a 
number  favor  tracheotomy  in  bulbar  polio- 
myelitis but  their  authors  report  no  personal 
experience  with  the  method.  A few  papers 
express  definite  opposition  to  the  method  but 
have  never  used  it.  One  paper  recognizes  the 
method  but  the  author  has  seen  no  need  for 
it  in  his  own  large  experience.  Several  phys- 
icians from  many  quarters  of  this  country  and 
from  Europe  and  Australia  report  favorable 
experiences  with  tracheotomy  in  bulbar  polio- 
myelitis. In  the  ensuing  discussion  the  papers 
are  classified  according  to  the  opinion  of  their 
authors  on  the  use  of  tracheotomy  in  bulbar 
Doliomyelitis. 

Papers  favoring  tracheotomy  but  reporting 
no  experience  have  appeared  quite  fre- 
quently.3’  5.  7,  is,  is.  19  Essentially  they 
say  that  in  secretional  obstruction  in  bulbar 
poliomyelitis  which  cannot  be  relieved  by 
simpler  methods  clearing  of  the  airway  by 
aspiration  through  a tracheotomy  tube  may 
prove  to  be  satisfactory,  and  that  their  authors 
would  use  tracheotomy  under  such  circum- 
stances. 

One  paper  expresses  neither  favor  nor  op- 
position to  the  use  of  tracheotomy  in  bulbar 
poliomyelitis.  Hoyne'' ''  writing  from  the  Cook 
County  Contagious  Disease  Hospital  in  1947 
says,  “The  primary  object  in  the  case  of  bul- 
bar patients  is  to  prevent  nose  and  throat 
secretions  from  passing  into  the  trachea  and 
ultimately  resulting  in  pneumonia.  To  pre- 
vent the  patient  from  drowning  in  his  own 
secretions  continuous  suction  is  often  required. 
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Tracheotomy  has  been  recommended  but  thus 
far  we  have  not  considered  the  operation  in- 
dicated.” 

Stinson^  and  Wesselhoeft^o  took  issue  with 
those  advocating  tracheotomy  in  bulbar  polio- 
myelitis. Their  objections  have  been  com- 
mented on  fully  elsewhere^  ^ and  will  only  be 
touched  upon  here.  These  men  have  felt  that 
postural  drainage,  pharyngeal  suction,  and 
bronchoscopic  aspiration  were  adequate  to 
control  the  secretory  obstruction  in  the  bul- 
bar polio  patient. 

A rather  full  discussion  of  papers  favoring 
tracheotomy  in  bulbar  poliomyelitis  follows. 
By  perusing  it  one  can  familiarize  himself 
with  proper  indications  for  the  procedure. 

Weiland,  Burbacher  and  Keiser.2  (Coral 
Gables,  Fla.)  in  1947  said  that  “to  aid  in  keep- 
ing air  passages  open,  a tracheotomy  may  be 
performed.  We  feel  that  in  selected  cases  the 
procedure  is  of  definite  value  and  should  be 
utilized  ....  There  is  no  question  that  suc- 
tion through  a tracheotomy  tube  is  more 
efficacious  in  keeping  the  air  passages  clear 
than  is  the  oral  route  ....  We  do  not  recom- 
mend it  routinely  in  bulbar  cases  as  some  do, 
but  we  are  fully  aware  of  its  value  and  have 
utilized  the  procedure  in  several  cases  to  great 
advantage.” 

McLorinan®  reported  three  cases  of  trach- 
eotomy in  bulbar  poliomyelitis.  He  says,  “One 
patient  died,  and  the  recovery  of  the  others  is 
considered  to  have  been  influenced  favorably 
by  the  operation  of  tracheotomy.”  McLor- 
inan’s  case  reports  are  particularly  fine  and 
afford  profitable  reading.  In  one  case  he  used 
an  endolaryngeal  tube  to  relieve  adductor 
spasm  as  evidenced  by  laryngeal  stridor  and 
a change  in  the  voice.  This  tube  became 
blocked  with  mucus  and  tracheotomy  was 
carried  out.  McLorinan  said,  “This  gave  com- 
plete relief.”  The  patient  went  on  to  recover. 

In  his  second  bulbar  poliomyelitis  case  Mc- 
Lorinan performed  tracheotomy  when  his  pa- 
tient became  restless  and  cyanotic.  He  evac- 
uated “thick  greenish  pus  from  the  trachea.” 
The  patient  developed  intercostal  and  dia- 
phragmatic paralysis  and  was  put  into  a res- 
pirator. Here  she  improved  although  her 
“trachea  became  blocked  frequently.”  Twenty 
days  later  she  was  decannulated;  she  re- 
covered. 

Peterson  and  Ward'*  ® reported  on  400  polio- 
myelitis patients  at  St.  Luke’s  Hospital  in 


Boise,  Idaho.  They  said,  “It  is  our  opinion, 
from  experiences  in  this  epidemic,  that  trach- 
eotomy when  properly  indicated  has  been  a 
lif  saving  procedure.” 

Baker^  (Minneapolis)  reported  at  the  Rocky 
Mountain'  Conference  on  Infantile  Paralysis 
that  “in  many  cases  the  lesions  involve  pri- 
marily the  cranial  nerve  nuclei.  These  pa- 
tients often  develop  respiratory  difficulty  due 
to  laryngeal  obstruction.  In  such  cases  trach- 
eotomy, properly  instituted,  can  often  be  a 
lifesaving  device.” 

Piszczek'*o  of  the  Cook  County  Department 
of  Health,  Chicago,  said,  “The  decision 
whether  or  not  a patient  can  be  benefited  by 
tracheotomy  is  a very  serious  matter.  A 
tracheotomy  may  be  of  great  value  when  the 
patient  has  a continuous  problem  with  his 
salivary  and  bronchial  secretions.  In  a recent 
epidemic,  the  combination  of  tracheotomy, 
respirator,  helium  and  oxygen  were  used  to 
good  advantage  in  the  saving  of  human  life. 
I have  observed  several  almost  miraculous  re- 
coveries following  tracheotomy,  while  on  the 
other  hand  I have  seen  a few,  fatalities  im- 
mediately after  surgery.  I feel,  however,  that 
if  there  is  a consistent  “drainage”  problem  of 
the  salivary  and  bronchial  secretions  a trach- 
eotomy should  be  done.” 

Galloway^  (Evanston,  Illinois)  said  that 
“anoxia  due  to  accumulated  secretion  is  a 
most  important  factor  in  bulbar  poliomyelitis. 
Early  and  adequate  care,  administration  of 
oxygen,  proper  postural  drainage  and  aspira- 
tion will  often  suffice  for  recovery.  With  in- 
creasing signs  of  anoxia,  further  intervention 
must  be  weighed.  Although  the  following 
recommendations  are  perhaps  to  be  con- 
sidered only  tentative  on  the  basis  of  present 
understanding  of  the  disease,  it  seems  that 
indications  for  tracheotomy  in  poliomyelitis 
should  be  definitely  set  up.  These  are  my  own 
convictions,  fortified  by  the  thorough  study 
of  Priest,  Boies  and  Goltz24  of  a large  num- 
ber of  cases,  and  I believe  them  to  be  con- 
servative. The  indications  for  tracheotomy 
in  poliomyelitis  are: 

1.  Fluid  in  the  upper  airway,  with  signs  of 
anoxia  increasing  in  spite  of  the  administra- 
tion of  oxygen,  postural  drainage  and  aspira- 
tion. Restlessness,  dyspnea,  cyanosis,  disorien- 
tation and  mental  depression  are  important 
determinants. 
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2.  Unconsciousness  or  marked  restlessness 
in  a patient  not  previously  treated  and  not 
responding  to  other  treatment  in  a few 
minutes. 

3.  Marked  restlessness  or  stupor  in  a pa- 
tient in  a respirator  even  if  he  apparently  has 
a spinal  type  of  poliomyelitis. 

4.  Fluid  accumulation  not  otherwise  easily 
and  certainly  taken  care  of  in  a patient  re- 
quiring the  respirator. 

5.  Rapidly  progressive  bulbar  symptoms,  as 
recommended  by  the  Minneapolis  group.  Most 
of  our  patients  in  this  group  had  had  an  on- 
set with  severe  vomiting. 

6.  Bilateral  paralysis  or  spasm  of  the  vocal 
cords. 

7.  Markedly  increasing  signs  of  vasomotor 
failure  not  explained  as  due  to  a cause  other 
than  anoxia. 

8.  Untrained  or  inefficient  attendants,  in- 
adequate equipment,  or  poor  cooperation  of 
the  patient,  with  doubt  that  the  airway  will 
be  kept  constantly  free  of  secretion.” 

Galloway  continues:  “Tracheotomy  is  more 
necessary  when  the  attending  team  has  had 
little  experience  with  the  disease.  If  all  the 
personnel  were  thoroughly  trained  and  the 
mechanical  arrangements  perfect,  tracheo- 
tomy might  be  seldom  required.  But  unfore- 
seen failures  occur  too  easily.  For  instance, 
an  assistant  substituted,  against  orders,  a fine 
medicine  dropper  tube  for  a proper  glass  con- 
necting tube  and  thus  prevented  proper  as- 
piration, which  made  an  emergency  tracheo- 
tomy necessary.  In  another  instance  an  un- 
trained attendant  relieved  the  experienced 
nurse.  Poor  aspiration  during  two  half-hour 
periods  led  to  anoxia  from  which  a decere- 
brate state  developed.” 

Wilson^  ^ in  1948  gave  a rather  extensive 
discussion  of  tracheotomy  in  bulbar  polio- 
myelitis which  is  worth  quoting  here.  It  fol- 
lows: “Tracheotomy  is  a radical  step  but  often 
life  saving.  Its  purpose  is  to  furnish  a free  air- 
way so  that  the  air  necessary  for  respiration 
does  not  need  to  be  moved  down  a pharynx 
full  of  secretions  and  through  a larynx  con- 
tinually in  spasm.  Tracheotomy  is  often 
drabatically  effective.  One  need  not  comment 
on  the  dangers  of  tracheotomy  such  as  from 
pneumothorax  and  infection,  although  the 
latter  danger  is  lessened  now  with  our  effec- 
tive antibiotics.  One  should  attempt  to  carry 


out  tracheotomy  long  before  severe  choking 
attack  or  attacks  of  cyanosis  make  it  obviously 
necessary  as  a last  desperate  attempt  to  save 
life.  The  indication,  therefore,  depends  upon 
the  success  of  the  other  two  forms  of  treat- 
ment, postural  drainage  and  aspiration,  in 
keeping  the  pharynx  clear.  Although  the 
pharynx  may  be  clear  enough  by  these  tech- 
niques to  prevent  only  occasional  choking,  if 
it  cannot  be  kept  clear  enough  so  that  the  pa- 
tient can  also  get  rest,  a tracheotomy  should 
be  carried  out.  One  should  consider  the 
seriousness  of  the  situation  in  a patient  with 
pharyngeal  paralysis  whose  every  breath 
must  be  a consciously  calculated  and  planned 
one,  with  inspiratory  muscles  continually 
alerted  to  a sudden  expiration,  which  will  be 
initiated  by  even  slight  aspiration.  Such  a pa- 
tient gradually  develops  such  extreme  fatigue 
that  he  eventually  lapses  into  unconscious- 
ness even  if  this  state  has  not  resulted  from 
aspiration  and  anoxia.  These  dangers  must 
be  prevented  at  all  costs.” 

“There  has  been  a recent  wave  of  en- 
thusiasm for  tracheotomy.  A tracheotomy 
most  certainly  is  not  necessary  for  every  case 
of  paryngeal  paralysis  in  poliomyelitis.  In 
fact,  in  my  experience,  it  is  necessary  in  only 
a small  fraction  of  all  “bulbar”  patients. 
There  are  many  cases  of  palatal  paralysis 
which  simulate  paryngeal  paralysis  where  ob- 
viously it  is  not  necessary.  Frequently,  good 
results  from  careful  and  critical  medical  care 
can  be  obtained  without  resorting  to  a trache- 
otomy, but  constant  observation  during  the 
first  few  hours  of  contact  with  the  patient  is 
necessary  to  make  it  evident  whether  or  not 
it  will  be  necessary.” 

“In  case  of  the  majority  of  patients  with 
mild  or  moderate  brain  stem  involvement, 
successful  treatment  depends  considerably  on 
one’s  ability  to  get  them  to  relax.  One  must 
make  a serious  effort  toward  avoiding  excite- 
ment and  giving  a patient  confidence.  An 
otherwise  simple  situation  can  be  rapidly 
changed  for  the  worse  when  physicians  and 
other  attendants  rush  in  an  excited  way 
around  a room,  hang  a patient  up  by  his  feet 
to  give  him  postural  drainage,  and  thrust 
aspirators  into  his  throat  vigorously  with  an 
air  of  excitement.  Although  I realize  the  dif- 
ficulty in  distinguishing  the  results  of  treat- 
ment from  the  effects  of  the  progressive 
disease  itself,  I believe  fear  in  a patient  will 
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greatly  prejudice  his  outcome.  A calm  but 
certain  worker  with  an  attitude  of  confidence 
can  do  a great  deal  to  make  the  simplest 
means  of  treatment  of  this  disease  effective. 
In  certain  patients  one  can  tell  in  a very  few 
moments  that  they  are  going  to  be  so  tense 
that  they  will  not  easily  submit  to  effective 
aspiration  of  the  throat.  Such  a patient  will 
probably  need  a tracheotomy.  In  deciding 
upon  this  important  step,  therefore,  evalua- 
tion of  a patient’s  emotional  stability  is  just 
as  important  as  any  other  part  of  the  physical 
examination.  Because  of  the  very  great  emo- 
tional disturbance  that  some  patients  exhibit, 
it  is  tempting  to  resort  to  sedatives.  It  is 
doubtful  that  sedatives  are  ever  justified  be- 
cause one  is  always  uncertain  how  much  of 
the  excitement  and  fear  is  something  that 
could  be  alleviated  by  a sedative  and  how 
much  is  actually  due  to  anoxia  or  fatigue,  as 
a direct  effect  of  pharyngeal  paralysis.  Under 
such  circumstances,  a patient  cannot  be  given 
the  luxury  of  rest  and  a tracheotomy  will  be 
necessary.” 

“Although  there  is  room  for  differences  of 
opinion,  in  my  own  experience  it  is  wise  to 
carry  out  the  tracheotomy  under  an  anes- 
thesia and  in  children,  at  least,  avertin  has 
seemed  rather  ideal.  The  excitement  of 
tracheotomy  done  under  local  anesthesia  can 
be  followed  by  such  rapid  increases  in  the 
rate  of  the  heart  that  one  cannot  avoid  the 
feeling  that  it  is  a direct  result  of  too  great 
trauma  and  emotional  stimulation.”  Wilson 
continues,  “Much  more  could  be  said  about 
the  techniques  of  many  procedures  that  have 
been  outlined.  How  should  oxygen  be  admin- 
istered? With  a tracheotomy,  it  is  quite  easy 
to  administer  oxygen  with  various  types  of 
apparatus  such  as  a small  cone  over  the 
tracheotomy  opening.  The  greatest  problem 
in  any  situation  where  there  is  a tracheotomy 
is  to  give  the  oxygen  while  at  the  same  time 
leaving  free  access  for  observation  of  plug- 
ging of  the  tracheotomy  tube  with  secretions 
and  for  aspiration.” 

Grulee  and  Panosi^  writing  from  the 
pediatric  department  of  the  University  of 
Minnesota  hospitals  emphasized  that  in  their 
cases  “the  decision  for  tracheotomy  was 
reached  only  after  careful  appraisal  by  both 
pediatricians  and  otolaryngologists  of  all  con- 
tingent circumstances  and  was  necessarily 
based  on  relative,  rather  than  absolute,  indi- 


cations. For  example,  96  of  107  patients  with 
bulbar  poliomyelitis  had  demonstrable  in- 
volvement of  the  tenth  cranial  nerve  and  55 
of  these  had  definite  dysphagia.  (20  patients 
had  tracheotomies).  Thus,  the  involvement 
of  the  tenth  cranial  nerve  with  or  without 
dysphagia  did  not  alone  constitute  a vahd  in- 
dication for  tracheotomy,  although  it  did 
serve  as  a signal  for  especially  close  observa- 
tion. The  presence  or  imminence  of  anoxia, 
as  manifested  by  the  following  signs  and  sym- 
ptoms, formed  the  basis  for  the  decision  to 
operate:  irregular,  shallow  and  periodically 
apneic  respirations;  exhaustion,  agitation, 
restlessness  or  apprehension;  progression  of 
bulbar  involvement,  with  increasing  dys- 
phagia, and  the  presence  of  suffusion,  cyano- 
sis and  retraction  of  the  chest  wall.  An  at- 
tempt was  made  to  anticipate  the  need  for 
early  tracheotomy  by  carefully  weighing 
each  of  the  aforenamed  signs,  since  little 
benefit  could  be  expected  from  the  procedure 
in  the  presence  of  such  obvious  and  late  signs 
as  extreme  cyanosis,  gurgling  of  aspirated 
fluids  and  retraction  of  the  che^t  wall.  Thus, 
it  was  felt  that  any  patient  manifesting  rapid 
progression  with  difficulty  in  swallowing  was 
a candidate  for  elective  operation.  Likewise, 
a patient  who  became  agitated  and  apprehen- 
sive, in  spite  of  continuing  apparent  success 
in  managing  secretions,  was  considered  to  be 
showing  signs  of  anoxia  and,  therefore,  to  be 
deserving  of  tracheotomy.  The  further 
adaptation  of  the  oximeter  to  the  study  of 
oxygen  saturations  in  such  patients  will 
doubtless  expedite  the  decision  for  operation.” 

Grulee  and  Panos^^  based  their  report  on 
20  pediatric  patients  who  were  subjected  to 
tracheotomy.  17  were  boys  and  3 were  girls. 
All  had  involvement  of  the  tenth  cranial 
nerve  with  dysphagia.  10  died.  Grulee  and 
Panos^2  comment  that,  “There  can  be  little 
doubt  of  the  efficacy  of  tracheotomy  in  cer- 
tain cases  of  the  bulbar  form  with  progressive 
involvement  of  the  muscles  of  deglutition  and 
respiration,  but  without  extensive  direct  in- 
volvement of  the  respiratory  and  circulatory 
centers  in  the  medulla.” 

Kubicek  et  aU^'  (Minneapolis)  have  con- 
tributed very  significant  papers  on  the  phys- 
iology of  respiration  during  poliomyelitis. 
They  devised  an  efficient  means  for  giving 
humidified  oxygen  under  positive  pressure 
through  a tracheotomy  tube.  Photoelectric 
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oximeter  measurements  were  used  to  estab- 
lish blood  oxygen  levens.  Anyone  treating 
bulbar  poliomyelitis  will  profit  by  reading 
these  papers. 

Grulee  et  aP^  carried  on  a most  illuminat- 
ing round  table  discussion  on  all  phases  of 
bulbar  poliomyelitis  at  the  Pediatric  Academy 
meeting  in  Dallas  in  1948.  One  can  become 
familiar  with  most  of  the  points  of  view  on 
bulbar  poliomyelitis  by  reading  this  discus- 
sion. The  statements  by  Wilson  as  part  of 
this  round  table  express  a very  common 
sense  viewpoint  on  tracheotomy  in  bulbar 
poliomyelitis.  Wilson  1 5 said,  “Indication  for 
a tracheotomy  can  best  be  expressed  this  way: 
When  careful  attempts  at  postural  drainage 
and  aspiration  with  a good  apparatus,  gently 
but  firmly  used  and  running  at  the  right  pres- 
sure, is  ineffective  in  allowing  the  patient  to 
rest  and  sleep,  then  a tracheotomy  will  be 
necessary.  One  should  not  wait  for  severe 
choking  attacks  with  cyanosis  to  prove  its 
necessity.  Tracheotomy,  however,  is  not 
necessary  in  all  patients  with  pharyngeal 
paralysis.  It  certainly  is  not  necessary  in  all 
patients  who  have  to  be  placed  in  a respirator, 
and  patients  who  have  pharyngeal  paralysis 
often  are  harmed  by  a respirator.  One  should 
carry  out  a combination  of  the  two  treatments 
only  when  both  conditions  that  indicate  them 
exist,  that  is,  pharyngeal  paralysis  and  res- 
piratory muscle  paralysis.  There  are  times 
when  it  is  extremely  difficult  to  tell  whether 
a patient’s  respiratory  difficulty  is  due  to  cen- 
tral disturbance  of  the  respiratory  center  or 
pharyngeal  secretions.  In  that  case,  a trache- 
otomy is  justified  even  though  it  may  prove 
to  be  ineffective.” 

Strobel  and  Canfield^i  (New  Haven,  Conn.) 
in  1950  reported  on  10  patients  tracheotomized 
for  secretional  airway  obstruction  in  bulbar 
poliomyelitis.  Half  of  their  patients  died.  No 
death  was  attributed  to  the  tracheotomy.  The 
authors  thought  that  tracheotomy  was  de- 
layed too  long  in  four  patients  whose  lives 
might  have  been  saved  by  earlier  operation. 

Miller  and  Buck^s  (Los  Angeles)  in  1950 
discussed  experiences  with  181  tracheotomies 
in  351  patients  having  bulbar  poliomyelitis. 
Their  series  is  the  largest  ever  reported.  They 
concluded  that  tracheotomy  plus  use  of 
oxygen  or  air  under  positive  pressure  saved 
at  least  half  of  the  patients  who  previously 
died  of  anoxia,  atelectasis,  pulmonary  edema 


or  pneumonia. 

Sjoberg23  (Stockholm)  in  1950  described  14 
bulbar  poliomyelitis  cases  with  only  2 fatal- 
ities. Sjoberg’s  paper  is  most  illuminating. 
Among  other  things  he  advances  the  concept 
that  airway  obstruction  may  “be  caused  by 
paralysis  of  the  anterior  neck  muscles  as  well 
as  of  the  pharyngeal  constrictors.  There  re- 
sults a contracture  or  tonus  excess  in  the 
antagonists,  i.  e.,  in  the  remaining,  non-para- 
lyzed  muscles,  which  normally  maintain  the 
larynx  in  position  ....  The  result  is  that  the 
larynx  is  pulled  upward  and  backward,  thus 
blocking  the  air  passage  to  the  trachea.”  A 
notch  is  formed  above  the  hyoid  bone  as  the 
larynx  is  pulled  into  this  malposition.  Sjoberg 
has  photographs  illustrating  this. 

Sjoberg  admits  the  possibility  of  fluid  ob- 
struction in  the  airway  but  thinks  mechan- 
ical obstruction  is  more  common  than  is  gen- 
erally recognized.  But  he  believes  trache- 
otomy to  be  useful  for  relief  of  both  types  of 
obstruction  by  providing  ingress  for  air  and 
for  aspirating  devices  to  remove  secretions. 

Mitchell  and  Hill^^  (Des  Moines,  Iowa)  in 
1950  discussed  39  cases  of  bulbar  poliomyelitis 
seen  during  1949.  They  did  tracheotomies  on 
ten  and  four  died.  Mitchell  and  Hill  said  that 
“it  was  our  impression  that  the  six  who  lived 
did  so  because  of  tracheotomy.” 

Since  the  last  report  in  1947^4  159  cases  of 
bulbar  poliomyelitis  in  adults  and  children 
have  been  encountered  at  the  University  of 
Minnesota.  56  have  had  tracheotomies;  of 
these  28  died  while  53  of  the  entire  169  died. 
This  is  not  an  impressive  survival  rate,  but 
this  small  group  has  no  statistical  significance. 
One  must  judge  each  case  by  itself.  It  seemed 
to  the  physicians  in  charge  of  these  patients 
that  tracheotomy  had  contributed  materially 
to  the  survival  of  some  patients.  In  reviewing 
the  records  of  these  patients  we  realized  again 
that  waiting  for  an  episode  of  severe  respira- 
tory obstruction  before  carrying  out  trache- 
otomy, particularly  in  children,  in  great  part 
defeated  the  purpose  of  the  tracheotomy.  The 
purpose  of  tracheotomy  is  to  prevent  obstruc- 
tion, and  not  primarily  to  overcome  it  after  it 
has  occurred. 

Technique  of  Tracheotomy 

Comments  on  the  technique  of  tracheotomy 
are  in  order  here.  Conditions  for  orderly 
tracheotomy  can  be  created  by  inserting  a 
bronoscope,  Mosher  lifesaving  tube,  or  en- 
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dotracheal  anesthesia  tube  through  the  steno- 
tic larynx  to  provide  a temporary  airway. 
This  airway  is  maintained  by  an  assistant 
during  the  time  tracheotomy  is  being  carried 
out. 

Technic  — In  the  hands  of  the  occasional 
surgeon  the  rule  should  be  that  anesthesia 
ought  to  be  local  unless  intratracheal  anes- 
thesia is  available.  Then  general  anesthesia 
may  be  properly  considered. 

At  the  University  of  Minnesota,  our  usual 
anesthetic  is  1 per  cent  procaine  with  epine- 
phrine infiltrated  in  the  midline  from  the 
suprasternal  notch  to  the  thyroid  notch.  A 
rhomboid  of  injected  anesthesia  can  be  made 
to  surround  the  field  with  no  solution  being 
injected  in  the  midline.  We  have  not  used 
this  method. 

A midline  incision  is  made  from  the  thy- 
roid notch  above  to  the  suprasternal  notch  be- 
low. The  knife  is  carried  through  the  skin 
and  superficial  fascia.  Bleeding  vessels  are 
clamped.  Tying  may  be  deferred  until  just 
prior  to  opening  the  trachea.  Often  cocaine 
is  injected  into  the  tracheal  lumen  just  before 
the  tracheal  wall  is  incised.  The  few  moments 
necessary  to  allow  it  to  produce  anesthesia 
may  be  used  to  tie  any  skin  bleeders  still  in 
need  of  ligature. 

The  midline  incision  is  carried  through  the 
deep  fascia.  If  the  thyroid  isthmus  is  broad 
and  lies  over  the  trachea  where  the  tube  is 
to  be  inserted,  the  isthmus  should  be  divided 
and  then  retracted  to  the  sides.  Division  is 
carried  out  by  dissecting  the  thyroid  isthmus 
off  the  front  of  the  trachea,  clamping  it  and 
cutting  between  clamps.  A running  suture  of 
fine  plain  catgut  or  silk  is  placed  in  each  cut 
edge  of  the  thyroid  to  control  bleeding  before 
the  clamps  are  removed.  Any  large  veins 
which  interfere  with  proper  placement  of  the 
tube  are  ligated  and  divided. 

Some  authors^^  advocate  a transverse  in- 
cision of  the  fascia  above  the  thyroid  isthmus 
to  free  the  isthmus,  which  may  then  be  re- 
tracted downward  and  the  tube  properly 
placed  without  incision  of  the  isthmus.  No 
harm  is  done  by  division  of  the  thyroid 
isthmus  and  the  essential  object  is  proper 
placement  of  the  tracheotomy  tube.  At  the 
University  of  Minnesota,  we  have  practiced 
division  of  the  thyroid  isthmus  whenever 
necessary. 

After  division  of  the  thyroid  isthmus,  the 


tracheal  rings  can  be  seen  through  the  thin 
fascia  overlying  them.  The  operator  should 
reorient  himself  at  this  time.  He  should 
palpate  the  cricoid  cartilage  in  the  midline 
anteriorly  and  should  count  down  to  the  third 
tracheal  ring.  If  there  is  any  doubt  in  the 
operator’s  mind  as  to  exactly  where  he  should 
incise  the  trachea,  he  should  take  time  to  find 
out  before  he  opens  the  trachea.  There  is  no 
more  miserable  or  difficult  problem  than  that 
of  difficult  decannulation,  and  this  problem 
can  only  be  avoided  if  the  incision  in  the 
trachea  is  properly  placed. 

One  or  two  cubic  centimeters  of  2 to  4 
per  cent  cocaine  solution  are  injected  into  the 
lumen  of  the  trachea  a few  minutes  before  the 
incision  into  the  tracheal  wall  is  made.  This 
makes  the  actual  opening  of  the  trachea  quite 
a tranquil  procedure,  with  little  coughing 
and  struggling  on  the  part  of  the  patient. 

It  has  been  our  practice  at  the  University 
of  Minnesota  to  perform  the  punch  operation 
of  Mosher. 32  A midline  incision  is  made 
through  the  second,  third  or  fourth  rings,  de- 
pending upon  the  accessibility  of  the  trachea. 
An  Allis  forceps  is  then  used  to  seize  the  tra- 
cheal cartilage  through  the  incision,  and  a 
semilunar  piece  is  removed  from  the  anterior 
tracheal  wall  one  the  right  and  left  sides  of 
the  incision.  Mosher  originally  used  a ring 
punch  to  remove  the  button  of  cartilage.  Re- 
moval of  a circular  piece  of  the  anterior  tra- 
cheal wall  permits  easy  insertion  of  tracheal 
cannulas  and  prevents  deformity  of  the  tra- 
cheal cartilages  by  pressure  from  the  can- 
nula. The  circular  “button”  of  cartilage  thus 
removed  is  about  the  size  of  the  tracheotomy 
tube  to  be  inserted.  Another  type  of  punch 
has  been  described  by  Waldapfel  for  remov- 
ing this  tissue,  but  we  have  had  no  experience 
with  it.  Before  the  trachea  is  opened  a soft 
rubber  urethral  catheter  is  attached  to  the 
suction  apparatus.  This  catheter  is  inserted 
into  the  trachea  to  aspirate  blood  or  secre- 
tions. 

The  tracheotomy  wound  is  not  closed,  and 
the  only  dressing  applied  is  the  gauze  squares 
cut  or  perforated  and  placed  around  the  tra- 
cheotomy tube.  A tube  is  selected  according 
to  the  patient’s  age  and  is  inserted  to  a dis- 
tance just  proper  to  allow  free  breathing 
without  danger  of  being  dislodged.  Care  is 
taken  not  to  allow  a long  tube  to  impinge  on 
the  anterior  tracheal  wall  and  thus  produce 
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cough,  granulations  or  bleeding. 

We  have  used  the  Jackson  tubes  made  by 
Pilling  exclusively  because  of  their  availabil- 
ity, proper  curvature  and  generally  satisfac- 
tory design. 

The  tape  around  the  patient’s  neck  is  tied 
in  a square  knot  (not  a bow  knot)  and  is  pre- 
ferably tied  on  one  side  rather  than  behind 
where  the  knot  causes  discomfort  to  the  pa- 
tient as  he  lies  on  his  back. 

Errors  and  Accidents  Accompanying 
Tracheotomy 

1.  Too  short  an  incision  prolongs  the  opera- 
tion and  makes  it  more  difficult.  The  incision 
is  inconspicuous  after  it  heals  in  most  cases. 
Cosmetic  surgery  and  safe  surgery  are  not  al- 
ways compatible.  The  longer  incision  cer- 
tainly makes  tracheotomy  safer  by  bringing 
all  parts  of  the  operative  field  into  clear  view. 

2.  After  incision  of  skin  and  superficial 
fascia  the  next  layer  may  not  be  separated  in 
the  midline  and  the  operator  may  become  dis- 
oriented. 

3.  The  dome  of  the  pleura  may  be  punc- 
tured as  it  bulges  up  into  the  wound,  and 
pneumothorax  may  be  induced. 

4.  The  knife  used  to  incise  the  trachea  may 
be  carried  through  the  posterior  wall  of  the 
trachea  into  the  esophagus. 

5.  The  cannula  may  fail  to  enter  the  tra- 
cheal lumen  and  may  make  a false  passage 
outside  the  trachea.  This  is  not  as  apt  to 
occur  if  a “button”  of  the  tracheal  wall  has 
been  removed  as  described  in  the  section  on 
operative  technic  (Mosher’s  punch  operation). 

6.  The  operator  may  fail  to  identify  the 
cricoid  cartilage  before  he  opens  the  trachea. 
This  may  lead  to  division  of  the  cricoid  and 
subsequently  to  laryngeal  stenosis. 

7.  An  improperly  fitted  tube  causes  erosion 
of  structures  pressed  upon  and  may  lead  to 
various  undesirable  complications. 

8.  Entrance  of  blood  into  the  trachea  can  be 
prevented  by  proper  hemostasis  unless  there 
is  urgent  need  for  opening  the  trachea.  If 
dyspnea  is  marked  a small  amount  of  bleed- 
ing can  be  ignored  and  the  patient  turned 
after  insertion  of  the  cannula  so  that  the  blood 
will  not  run  into  the  trachea.  The  bleeding 
can  be  controlled  later  if  it  does  not  stop 
spontaneously. 

Postoperative  Complications 

1.  Emphysema  of  subcutaneous  and  fascial 
layers  of  neck  occurs  when  air  is  forced  into 


the  tissues  through  the  tracheotomy  wound. 
Suturing  of  the  wound  favors  the  production 
of  emphysema.  Packing  of  the  wound  with 
vaseline  gauze  decreases  the  ease  with  which 
air  is  forced  into  the  tissues.  Some  surgeons 
impregnate  this  gauze  with  sulfonamide 
drugs. 

Emphysema  of  the  mediastinum  has  oc- 
curred in  several  of  our  cases  at  Minnesota 
but  no  serious  result  has  ensued.  Pneumo- 
thorax may  follow  emphysema  of  the  medias- 
tinum or  may  be  produced  by  puncturing  the 
dome  of  the  pleura  as  it  projects  up  into  the 
neck  wound.  This  complication  is  serious  and 
must  be  dealt  with  by  physicians  accustomed 
to  handling  pneumothorax.  Unless  the  pneu- 
mothorax is  bilateral  it  usually  is  not  a fatal 
complication. 

2.  Blood  in  the  mediastinum  was  found  at 
autopsy  in  one  case  but  it  was  not  definitely 
established  that  this  was  not  a postmortem 
artifact. 

3.  Laryngeal  or  tracheal  stenosis  need  not 
follow  properly  done  tracheotomy. 

4.  Wound  infections  are  rare  particularly 
since  antibiotic  therapy  and  chemotherapy 
have  been  available. 

5.  Tracheitis  usually  follows  tracheotomy. 
This  is  transitory.  Excessive  tracheal  secre- 
tion is  produced  for  a few  days  but  after  a 
week  or  ten  days  this  decreases  markedly. 

Postoperative  Care 

Dr.  Chevalier  Jackson^^  has  emphasized  in 
his  writings  that  tracheotomy  is  not  an  object 
in  itself.  It  is  done  to  permit  the  patient  to 
get  air  into  his  lungs.  All  the  aftercare  is 
directed  at  keeping  the  tracheotomy  tube 
open  and  the  wound  clean. 

When  the  patient  goes  to  his  room  from  the 
operating  room,  an  exact  duplicate  of  his 
tracheotomy  tube  is  sent  with  him.  It  is  most 
important  that  this  tube  be  supplied  with  its 
own  inner  tube  and  obturator.  Obturators  and 
inner  tubes  usually  fit  only  their  own  outer 
cannula.  Lack  of  a proper  obturator  may  be 
a very  serious  matter,  if  it  delays  changing 
of  a tracheotomy  tube.  The  extra  tube  is  kept 
sterile  on  a tray  with  supplies  for  instant 
changing  of  the  tracheotomy  tube  in  case  of 
any  emergency. 

In  addition  to  the  tray  containing  the  extra 
tube  and  its  supplies,  a general  utility  tray 
is  provided.  This  holds  the  solution  and  ma- 
terials for  cleaning  the  inner  cannula,  as  well 


— 101  — 


SOUTH  DAKOTA 


as  the  suction  tubing.  The  use  of  this  tray 
will  be  discussed. 

Upon  his  return  from  the  operating  room, 
the  patient  is  placed  in  a bed  with  the  head 
elevated.  The  pillow  is  rubber  covered.  Water 
or  portable  machine  suction  is  in  the  room 
at  all  times.  The  suction  is  so  placed  as  to  be 
instantly  available  for  use  in  tracheal  aspira- 
tion. The  rubber  catheter  is  always  connected 
to  the  suction  tube. 

When  the  air  of  the  patient’s  room  is  dry, 
it  must  be  moistened  to  aid  in  the  liquefac- 
tion of  tracheal  and  bronchial  secretions. 
Various  methods  of  humidification  have  been 
used.  These  include: 

1.  The  patient’s  bedroom  is  rendered  moist 
by  cold  humidifiers  which  spray  a fine  mist 
into  the  air  by  a centrifugal  action. 

2.  A nebulizer  may  be  connected  to  the 
tracheotomy  tube  and  forcing  of  air  or  oxygen 
through  the  nebulizer  from  a tank  of  com- 
pressed gas,  as  described  by  Albers. 

3.  A centrifugal  cold  humidifier  may  be 
connected  to  an  oxygen  tent  as  advocated  by 
Davison. 

4.  An  atomizer  spraying  into  an  oxygen 
tent  as  described  by  Platou. 

5.  A moistened  gauze  sponge  may  be 
placed  over  the  tracheotomy  tube  and  may 
be  replaced  frequently. 

6.  Instillation  of  normal  saline  into  the 
tracheotomy  tube  with  a dropper.  Proper  pre- 
cautions to  prevent  breakage  of  the  dropper 
and  entrance  of  glass  into  the  trachea  must 
be  taken.  The  use  of  a short  piece  of  rubber 
catheter  on  the  end  of  the  dropper  minimizes 
the  danger  of  glass  fragments  entering  the 
trachea. 

The  patient  is  closely  watched  for  hemor- 
rhage and  for  closure  of  his  tube  by  secretions 
or  blood.  The  inner  tube  is  suctioned  fre- 
quently. When  the  rubber  catheter  is  intro- 
duced into  the  tracheal  cannula,  the  catheter 
is  pinched  shut  until  it  has  been  inserted  as 
far  as  necessary.  This  prevents  the  tip  of  the 
catheter  from  engaging  the  tracheal  wall,  or 
other  tissue  during  introduction.  Some  sur- 
geons instill  normal  saline  into  the  trachea 
before  tracheal  aspiration  is  done.  The  saline 
loosens  crusts  and  dilutes  thick  secretions. 
Some  surgeons  limit  the  extent  to  which  the 
catheter  can  be  inserted  by  the  nurse  by 
wrapping  a collar  of  adhesive  tape  around 
the  catheter. 


The  inner  cannula  is  changed  every  two  to 
four  hours,  as  ordered  by  the  surgeon.  It 
should  not  be  left  out  of  place  for  more  than 
ten  minutes  at  the  longest.  The  outer  tube 
is  thoroughly  sucked  out  before  the  inner  tube 
is  replaced.  If  this  is  not  done,  accumulated 
secretion  is  pushed  into  the  trachea  by  the 
inner  tube  as  it  is  introduced.  The  inner  tube 
is  cleaned  by  pushing  a pipe  cleaner  through 
it.  To  clean  an  inner  tube  properly  with  an 
ordinary  applicator  is  impossible. 

The  outer  tube  and  the  dressings  are  usually 
changed  daily  by  the  doctor,  but  some  phys- 
icians change  the  outer  tube  at  longer  in- 
tervals. 

Decannulation 

This  is  accomplished  in  patients  having 
properly  performed  tracheotomies  by  simple 
removal  of  the  cannula  after  the  patient  has 
demonstrated  his  ability  to  breathe  with  the 
cannula  closed  for  24  to  48  hours.  We  have 
used  rubber  plugs  whittled  out  of  large  rub- 
ber corks  to  close  our  cannulas.  It  is  import- 
ant to  use  rubber  stoppers,  as  fragments  of 
ordinary  cork  may  become  pulmonary  foreign 
bodies.  These  rubber  stoppers  should  be 
secured  to  the  tape  encircling  the  patient’s 
neck  by  a piece  of  thread  6 to  8 inches  long. 
They  are  tethered  by  this  thread  when  blown 
out  of  the  tracheal  tube  if  the  patient  coughs. 
In  some  cases  half-round  corks  are  used  to 
partially  occlude  the  lumen  before  full  cork- 
ing is  done.  Some  surgeons  use  the  obturator 
of  the  tracheotomy  cannula  as  the  stopper 
when  trying  out  the  patient’s  ability  to  get 
along  with  his  tube  occluded.  We  have  not 
felt  that  this  was  quite  as  safe  as  the  method 
outlined  previously. 

Summary  and  Comment 

In  1947  a large  poliomyelitis  epidemic  was 
reported  from  Minneapolis. 24  Since  then  ad- 
ditional bulbar  poliomyelitis  cases  were  en- 
countered. Some  of  these  cases  had  trache- 
otomies. The  compilation  arithmetical  data 
follows: 


1946 

1947-51 

Bulbar  Cases 

400 

169 

Tracheotomies 

75 

56 

Lived 

104 

Tracheotomized  and  lived 

29 

25 

This  is  not  an  impressive  survival  rate.  It 
seemed  to  those  reviewing  these  patients 
records  that  delaying  tracheotomy  until 
severe  respiratory  obstruction  occurred  de- 
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feated  the  purpose  of  tracheotomy. 

Since  1947  about  twenty-six  papers  on  the 
question  of  tracheotomy  in  bulbar  polio- 
myelitis have  appeared  in  the  world  litera- 
ture. An  upsurge  in  interest  has  been  obvious. 
This  has  been  rather  unjustly  termed  “a  wave 
of  enthusiasm”  by  several  writers.  Enthus- 
iasm in  this  sense  has  no  place  in  the  balanced 
judgments  of  physicians.  It  would  be  more 
proper  to  say  that  physicians  have  become 
aware  of  the  possibility  of  helping  some  per- 
sons afflicted  with  a hitherto  fatal  malady 
and  felt  a justifiable  satisfaction  at  the  pros- 
pect. No  paper  advocating  tracheotomy  could 
be  said  to  be  improperly  enthusiastic. 

All  shades  of  opinion  are  found  in  the 
papers  reviewed.  The  preponderance  favors 
tracheotomy  in  certain  cases  of  bulbar  polio- 
myelitis. Secretional  obstruction  to  the  air- 
way  is  the  main  indication  recognized.  Phar- 
yngeal paralysis  alone  is  not  a proper  indica- 
tion for  tracheotomy.  There  must  be  inability 
on  the  part  of  the  patient  to  clear  his  own  air- 
way of  obstructing  secretions.  Mechanical 
obstruction  of  the  pharyngeal  airway  due  to 
I paralysis  with  resultant  distortion  of  the 
shape  of  the  pharynx  was  reported  by  Sjo- 
: berg23  as  an  additional  reason  for  perform- 
ing tracheotomy. 

Tracheotomy  is  regarded  as  a dangerous 
and  mutilating  operation  by  some  authors; 
therefore  they  believe  it  should  be  withheld 
and  used  mainly  as  a last  resort.  Others  feel 
that  using  it  early  prevents  some  brain 
damage  by  insuring  a more  adequate  oxygen 
supply  during  the  disease. 

The  author  of  this  paper  feels  that  trache- 
otomy ought  to  be  done  early  when  needed; 

, that  it  adds  very  little  to  the  risk  when  done 
properly;  that  the  so-called  mutilating  nature 
! of  the  procedure  has  been  much  exaggerated 
and  is  not  justified  when  the  operation  is 
correctly  carried  out;  that  tracheotomy  con- 
tributes greatly  to  the  patient’s  chances  when 
he  is  unable  to  clear  his  own  airway  of  secre- 
I tion;  that  administration  of  humidified  oxy- 
j gen  under  positive  pressure  through  the  tra- 
' cheotomy  tube '''^■28  jg  ^ most  important 
form  of  adjuvant  therapy;  that  criteria  for 
tracheotomy  cannot  be  hard  and  fast,  but 
; that  each  case  is  a law  unto  itself;  that  trache- 
otomy should  not  be  done  unless  other 
methods  of  emptying  the  patient’s  airway  of 

(Continued  on  Page  132) 


A GOOD  DOCTOR  IS  A GOOD  CITIZEN 

The  physician  who  consistently  fails  to  at- 
tend hospital  staff  meetings,  or  who  takes  no 
active  part  in  the  affairs  of  his  Medical  So- 
ciety, is  hardly  in  a good  position  to  criticize 
either  the  hospital  or  the  Medical  Society.  By 
failing  to  make  his  voice  heard,  he  must  share 
the  blame  for  any  faults,  failures  or  deficien- 
cies. 

Likewise,  the  physician  who  fails  to  register 
and  vote  is  not  in  a good  position  to  complain 
about  corruption,  taxes  or  Governmental 
policies  which  he  finds  obnoxious.  By  failing 
to  fulfill  one  of  the  vital  duties  of  citizenship, 
he  must  share  the  blame  for  any  black  spots 
in  the  affairs  of  the  community,  the  State  or 
the  Nation. 

The  right  to  register  and  vote/which  is  both 
a privilege  and  a duty  in  a Nation  of  free  men, 
was  never  more  important  than  it  is  right 
now.  Fundamental  issues  which  transcend 
the  usual  party  politics,  and  which  will  affect 
the  future  of  every  American,  call  for  a clear- 
cut  decision  by  the  entire  voting  population. 
Be  sure  that  you  play  your  rightful  part  in 
that  historic  American  decision. 
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The  Conduct  of  Abnormal  Labor* 

J.  H.  Randall,  M.D.,  Iowa  Ciy,  Iowa 


Fortunately,  most  parturitions  are  quite 
normal  and  present  no  problem  to  the  physi- 
cian. The  relatively  few  which  are  compli- 
cated increase  the  dangers  and  risks  to  both 
mother  and  baby,  especially  if  not  properly 
diagnosed  and  treated. 

The  occiput  posterior  position  has  always 
been  unnecessarily  feared  by  most  physicians. 
At  least  80  to  90  percent  of  all  occiput  poster- 
iors discovered  early  in  labor  will  rotate  an- 
teriorly and  will  probably  be  delivered  spon- 
taneously. Of  the  10  to  20  percent  which  do 
not  rotate  about  half  will  come  to  operative 
delivery. 

Too  often  this  presentation  is  not  recog- 
nized, forceps  are  applied,  and  the  baby  ex- 
tracted with  considerable  difficulty  face  to 
pubis.  Because  of  the  great  amount  of  traction 
necessary  to  accomplish  delivery,  these  cases 
are  often  labeled  “high  forceps.”  In  any 
labor  in  which  there  is  delay  in  the  second 
stage,  persistent  occiput  posterior  must  be 
suspected.  If  the  fetal  head  is  high  in  the 
pelvis,  or  if  low  and  cannot  be  extracted  with 
ease,  rotation  must  be  accomplished  either 
manually  or  with  forceps.  Rotation  of  the 
head  produces  flexion,  substitutes  smaller 
diameters  coming  through  the  birth  canal, 
and  permits  delivery  with  less  trauma  to  both 
mother  and  baby.  A good  relaxing  anesthesia 
is  necessary  for  successful  manual  rotation, 
especially  in  a patient  who  has  had  prolonged 
labor  with  premature  rupture  of  the  mem- 
branes. 

Persistent  occiput  posterior  is  often  a cause 
of  “failed  forceps.”  Internal  version  and  ex- 
traction should  never  be  attempted  as  a solu- 
tion for  difficult  forceps.  It  has  proved  too 
hazardous  for  both  mother  and  fetus.  A care- 
ful vaginal  examination  should  reveal  the 

* Presented  at  the  Seventieth  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association, 
Aberdeen,  June  5,  1951. 

Department  of  Obstetrics  and  Gynecologry, 
University  of  Iowa 


true  position  of  the  fetal  head.  Manual  or 
forceps  rotation  followed  by  moderate  at- 
tempts of  traction  will  accomplish  an  easy 
delivery  with  very  little  trauma. 

The  patient  with  a breech  presentation  de- 
serves special  consideration  and  treatment. 
It  is  the  duty  of  every  physician  to  try  to 
change  the  breech  into  a vertex  by  external 
version  before  the  onset  of  labor.  The  pelvis 
of  a non-parous  patient  with  a breech  pre- 
sentation should  be  carefully  evaluated  before 
vaginal  delivery  is  anticipated.  It  is  well  to 
keep  in  mind  that  the  breech  case  needs  less 
pelvic  contraction  to  justify  cesarean  section 
than  the  same  patient  with  a vertex  presenta- 
tion. The  first  stage  of  labor  for  the  breech 
patient  should  be  conducted  much  the  same 
as  for  any  other  presentation.  The  mem- 
branes should  always  be  preserved,  and  the 
fetal  heart  should  be  frequently  auscultated 
to  detect  any  change  in  rate  or  rhythm.  Va- 
ginal examination  will  often  be  necessary  to 
determine  the  progress  of  labor. 

The  patient  should  be  allowed  to  push  the 
breech  down  slowly  during  the  second  stage 
of  labor.  In  this  type  of  management  the  cer- 
vix is  more  likely  to  be  completely  dilated 
and  retracted.  Some  physicians  prefer  to  do 
a breech  extraction  at  the  beginning  of  the 
second  stage.  In  this  type  of  management  the 
cervix  is  often  not  completely  dilated  and 
might  give  rise  to  considerable  difficulty  in 
the  delivery  of  the  arms  and  after  coming 
head.  The  second  stage  should  be  conducted 
extremely  slowly  in  the  premature  or  footling 
breech,  in  order  to  insure  complete  dilatation 
and  retraction  of  the  cervix. 

Prolonged  labor  due  to  uterine  inertia  gives 
the  physician  more  trouble  than  any  other 
obstetric  complication.  If  the  patient  has 
good  and  effective  uterine  contractions  many 
of  the  mechanical  difficulties  of  labor  will  be 
overcome.  Labor  is  considered  to  be  pro- 
longed when  the  patient  has  been  having 
uterine  contractions  with  some  cervical  dila- 
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tion  for  thirty  or  more  hours.  Prolonged 
labor  occurs  in  3 or  4 percent  of  all  partu- 
rients. It  is  most  commonly  seen  in  the  non- 
parous  patient,  and  seldom  repeats  itself  in 
a subsequent  pregnancy. 

The  patient  having  prolonged  labor  should 
always  have  careful  X-ray  pelvimetry  to 
make  certain  that  her  difficulty  is  not  due  to 
cephalo-pelvic  disproportion.  Bowels  and 
bladder  should  be  kept  empty,  and  patient 
should  be  given  periods  of  rest  using  fairly 
large  doses  of  morphine.  Proper  nourishment 
and  fluid  balance  should  be  maintained  es- 
pecially in  the  patient  who  is  nauseated  and 
vomiting.  The  morale  of  the  patient  will  de- 
pend much  upon  the  physician’s  ability  to  in- 
still confidence.  Intra-uterine  infection  is  in- 
evitable in  long  labors  and  the  fetus  and 
mother  should  be  protected  with  sulfa  drugs 
and  antibiotics.  If  the  cervix  is  well  affaced 
and  half  dilated,  the  membranes  should  be 
ruptured. 

Intravenous  pitocin  has  been  advocated  by 
some  physicians,  and  probably  has  a definite 
place  in  the  treatment  of  prolonged  labor  due 
to  primary  uterine  inertia  h It  is  to  be  em- 
phasized that  it  is  to  be  used  in  only  pro- 
longed labors,  and  never  as  a treatment  for 
secondary  uterine  inertia.  Meddlesome  mid- 
wifery is  evident  if  it  is  used  in  more  than  3 
to  4 percent  of  labors.  Ten  minims  of  pitocin 
in  one  liter  of  5 percent  dextrose  can  be  given 
intravenously  over  a period  of  10  to  15  hours. 
The  rate  of  fiow  should  be  regulated  so  that 
the  patient  receives  to  1 minim  per  hour. 
We  have  seen  no  ill  effects  when  pitocin  has 
been  used  in  this  manner  and  feel  that  it 
should  be  given  a trial. 

In  spite  of  all  therapy  an  occasional  patient 
who  has  prolonged  labor  makes  no  progress. 
The  fetal  and  maternal  morbidity  and  morta- 
lity increase  greatly  after  labor  becomes  pro- 
longed. In  the  interest  of  both  mother  and 
baby  one  should  seriously  consider  terminat- 
ing labor  when  it  has  become  stationary  and 
has  exceeded  50  hours  in  duration.  The  haz- 
ards are  tremendous  if  vaginal  delivery  is 
undertaken  through  an  undilated  cervix  with 
the  head  often  in  mid-pelvis.  An  extra- 
peritoneal  cesarean  section  is  the  safest  and 
best  procedure  for  the  delivery  of  this  type 
of  case.  However,  if  one  is  unable  to  tech- 
nically perform  this  operation,  a low  cervical 
section  could  be  done  with  relative  safety 


under  the  protection  of  large  doses  of  sulfa 
drugs  and  anitbiotics.  Fortunately,  in  most 
prolonged  labors  the  cervix  fully  dilates  and 
the  presenting  part  comes  into  low  pelvis,  and 
can  be  delivered  either  spontaneously  or 
easily  by  some  operative  procedure. 

A transverse  presentation  is  sometimes  dis- 
covered in  early  labor.  A cesarean  section 
should  be  done  if  the  presentation  cannot  be 
changed  into  a breech  or  vertex.  If  the 
transverse  lie  is  discovered  late  in  labor  and 
if  conditions  are  favorable  (complete  dilata- 
tion of  cervix  and  unruptured  membranes)  an 
internal  version  and  extraction  should  be 
done.  The  neglected  transverse  presentation 
should  be  treated  by  extraperitoneal  section 
if  the  baby  is  alive,  but  by  decapitation  if  it 
is  dead.  Any  internal  version  and  extraction 
done  through  an  undilated  cervix  or  after  a 
prolonged  labor  with  prematurely  ruptured 
membranes  will  result  in  a high  fetal  morta- 
lity and  a marked  increase  in  maternal  mor- 
bidity. 

Prolapse  of  the  cord,  discovered  early  in 
labor,  should  be  treated  by  cesarean  section, 
providing  the  baby  is  in  good  condition.  If 
the  cord  prolapses  late  in  labor  when  the  cer- 
vix is  fully  or  almost  completely  dilated,  va- 
ginal delivery  should  be  accomplished  by  the 
method  the  least  traumatic  to  mother  and 
baby. 

The  management  of  parturition  in  twin 
pregnancy  is  essentially  the  same  as  for  any 
single  pregnancy,  except  for  the  second  stage 
of  the  second  twin.  As  soon  as  the  first  twin 
is  born  and  the  cord  is  tied,  or  clamped  and 
while  the  patient  is  still  under  anesthesia,  the 
hand  should  be  inserted  into  the  uterine 
cavity  to  rupture  the  second  sac.  The  presen- 
tation of  the  second  twin  is  established  as 
soon  as  the  amniotic  fluid  has  escaped.  If  the 
presentation  is  a vertex,  pressure  over  the 
fundus  of  the  uterus  will  often  succeed  in 
pushing  the  head  low  enough  to  be  delivered 
spontaneously  or  easily  with  forceps.  If  the 
second  baby  presents  by  the  breech,  an  im- 
mediate extraction  is  done;  by  the  shoulder 
an  internal  version  and  extraction.  Labors  in 
twin  pregnancy  are  apt  to  be  complicated, 
and  need  to  be  carefully  supervised  by  the 
physician.  Abnormalities  of  the  third  stage 
are  especially  common  due  to  uterine  inertia. 

Prematurity  is  seen  in  5 to  7 percent  of  la- 
bors. In  any  parturition  in  which  the  baby 
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is  likely  to  be  premature,  little  or  no  anal- 
gesia should  be  used.  One  should  anticipate 
spontaneous  delivery  which  can  be  facilitated 
by  performing  an  episiotomy.  Some  type  of 
conduction  anesthesia,  such  as  caudal,  saddle 
block,  or  local  infiltration,  is  ideal  for  the 
delivery  of  a premature.  The  baby  should  be 
immediately  placed  in  an  incubator,  given  ox- 
ygen, and  not  fed  for  24  to  36  hours.  Its 
chances  are  greatly  jeopardized  by  analgesics, 
inhalation  anesthesia,  by  difficult  operative 
> delivery,  and  early  feeding. 

Labor  in  a cardiac  patient  requires  special 
management.  Cardiac  disease  in  itself  sel- 
dom offers  an  indication  for  cesarean  section. 
Cardiac  patients  should  usually  be  allowed 
to  go  into  spontaneous  labor  at  term.  Labor 
should  never  be  induced  in  the  presence  of 
decompensation.  Complete  rest  is  essential 
during  the  first  stage  and  no  exciting  drugs 
should  be  used  for  analgesia.  Continuous 
caudal  anesthesia  is  ideal  for  the  cardiac  pa- 
tient but  should  only  be  given  by  one  ex- 
pertly trained  in  its  use.  Demerol  (100 
mgms.)  or  morphine  (8  mgms.)  are  quite  ef- 
ficacious in  relieving  distress.  The  patient 
should  be  spared  the  bearing  down  efforts 
in  the  second  stage  by  performing  low  forceps. 
Saddle  block  or  low  spinal  anesthesia  is  ideal 
for  delivery.  The  patient  should  be  carefully 
observed  postdelivery  for  evidences  of  fail- 
ure. 

In  recent  years  there  has  been  a greater 
tendency  to  terminate  pregnancy  when  pre- 
eclampsia is  not  satisfactorily  responding  to 
the  usual  conservative  measures.  If  the  cer- 
vix is  ripe,  that  is,  well  effaced  and  partially 
dilated,  labor  is  induced  by  rupturing  the 
membranes.  If  a preeclamptic  patient  has 
an  unripe  cervix,  and  especially  if  she  is  not 
at  term,  termination  of  the  pregnancy  is  best 
accomplished  by  a cesarean  under  local  anes- 
thesia. 

Most  patients  with  preeclampsia  can  and 
should  be  delivered  from  below.  They 
should  be  adequately  sedated  during  labor. 
Magnesium  sulphate  has  proved  to  be  an 
excellent  nervous  depressant,  lowers  the 
blood  pressure  by  producing  vaso-dilatation 
and  in  most  instances  prevents  the  develop- 
ment of  convulsions.  It  has  less  depression 
on  the  respiratory  center  of  the  newborn  than 
other  commonly  used  sedative  durgs  such  as 
morphine,  demerol,  barbital  compounds,  and 


paraldehyde. 

The  method  for  the  administration  of  mag- 
nesium sulphate  advocated  by  Eastman  has 
been  very  efficacious  in  our  clinic.2  Ten  cc. 
of  50  percent  magnesium  sulphate  are  given 
intramuscularly  in  each  buttock  as  an  initial 
dose,  and  half  this  amount  is  repeated  every 
4 to  6 hours.  The  drug  should  not  be  repeated 
if  the  knee  jerk  reflexes  are  absent,  or  if  the 
respiratory  rate  falls  below  16  per  minute. 
When  the  daily  urinary  output  does  not  ex- 
ceed 600  cc.,  magnesium  sulphate  should  not 
be  given  continuously  for  a period  longer 
than  24  hours.  If  there  is  a tendency  toward 
oliguria,  600  cc.  of  a 5 percent  dextrose 
solution  should  be  given  intravenously  every 
8 hours.  The  total  amount  of  fluid  intake  in 
24  hours  should  not  exceed  2000  cc.  unless 
the  hourly  output  of  urine  averages  30  cc.  or 
more.  The  second  stage  of  labor  should  be 
shortened  when  the  baby  can  easily  be  de- 
livered by  operative  means.  The  patient 
should  be  heavily  sedated  and  carefully  ob- 
served for  24  hours  postdelivery.  Prepara- 
tions and  measures  for  the  treatment  of 
eclampsia  should  always  be  in  readiness.  Any 
good  conservatve  regimen  for  the  treatment 
of  eclampsia  will  yield  a lower  maternal  mor- 
tally than  cesarean  section. 

Vaginal  bleeding,  both  antepartum  and 
postpartum,  continue  to  be  important  causes 
of  maternal  deaths.  Antepartum  bleeding  in 
the  last  trimester  of  pregnancy  should  always 
be  considered  to  be  due  to  placental  separa- 
tion. Such  patients,  regardless  of  the  amount 
of  vaginal  bleeding,  should  be  admitted  to 
the  hospital  for  diagnosis  and  treatment. 
Transfusions  should  never  be  delayed  if  the 
patient  needs  blood.  The  tendency  to  ab- 
normal presentation,  especially  the  transverse 
lie,  the  lack  of  engagement  of  the  presenting 
part,  and  the  absence  of  abdominal  pain, 
should  make  one  think  seriously  of  placenta 
previa.  Hypertension  and  albuminuria  and 
the  associaton  of  abdominal  pain,  rigidity,  and 
tenderness  with  the  bleeding,  characterize 
the  condition  called  apruptio  placentae. 

The  position  of  the  placenta  in  the  uterus 
can,  in  most  instances,  be  determined  by  x-ray 
methods.  The  patient  who  has  placenta  pre- 
via, should  be  treated  expectantly  in  a hos- 
pital, until  the  baby  is  viable  or  until  one’s 
hand  is  forced  to  terminate  the  pregnancy  be- 
cause of  severe  bleeding.  When  the  decision 
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has  been  made  to  terminate  the  pregnancy 
the  patient  should  be  examined  vaginally 
with  extreme  care  in  an  operating  room  pre- 
pared for  cesarean  section.  If  vaginal  ex- 
amination reveals  a marginal  placenta  previa 
the  membranes  should  be  ruptured  and  vag- 
inal delivery  anticipated.  Scalp  traction  can 
be  employed  if  simple  rupture  of  the  mem- 
branes does  not  suffice  to  control  bleed- 
ing. It  should  be  emphasized  that  vaginal  de- 
livery should  never  be  attempted  until  the 
cervix  is  completely  dilated.  Partial  and  cen- 
tral placenta  previas  should  be  treated  by 
cesarean  section. 

Most  of  the  milder  cases  of  bleeding  from 
a normally  implanted  placenta  can  be  carried 
to  term.  The  patients  having  severe  bleeding 
of  this  type  should  be  treated  by  rupturing 
the  membranes  and  by  stimulating  uterine 
contractions  with  pitocin.  The  uterus  usually 
starts  to  contract  without  too  much  delay,  and 
the  patient  can  be  delivered  spontaneously  or 
by  low  forceps  after  full  dilatation  of  the 
cervix.  In  an  occasional  case  the  uterine 
muscle  is  non-reactive  and  cesarean  section 
will  be  necessary.  If  the  uterine  musculature 
does  not  contract  following  the  removal  of  the 
baby,  the  body  of  the  uterus  should  be  re- 
moved. 

The  third  stage  of  any  labor  should  be  care- 
fully managed.  Many  obstetricians  prefer  to 
give  an  oxyfocic  drug,  such  as  ergonovine,  in- 
travenously when  the  anterior  shoulder  stems 
under  the  symphysis.  Everyone  feels  that  the 
placenta  should  be  delivered  by  simple  ex- 
pression as  soon  as  there  are  signs  of  separa- 
tion. If  moderate  bleeding  occurs  before  the 
placenta  has  fully  separated,  or  if  the  placenta 
has  not  separated  within  15  to  20  minutes 
after  delivery  of  the  baby,  a manual  removal 
should  be  done.  Postpartum  bleeding  is 
usually  due  to  atony  and  can  be  controlled 
with  intravenous  ergonovine  or  pitocin.  If 
bleeding  continues  the  birth  canal  should  be 
inspected  for  lacerations  and  the  uterine 
cavity  palpated  for  placental  fragments.  Ex- 
cessive blood  loss  should  be  promptly  replaced 
by  transfusions  of  properly  matched  whole 
blood. 
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From  where  I sit 
Joe  Marsh 


They  Do  ''Give 
A Hoot"  For  Easy 

Easy  Roberts  finally  got  rid  of  the 
noisy  pigeons  that  used  to  whoop  it 
up  under  his  eaves. 

He  must  have  tried  a dozen  ways  to 
scare  them  off.  But  no  matter  what 
he  did,  they  would  he  right  hack  cooing 
hy  his  window  the  next  morning. 

Then  Easy  thought  of  an  old  stuffed 
owl  he  had  in  his  attic.  He  propped  it 
on  the  roof  so’s  all  the  pigeons  could 
see  it.  They  left  . . . and  three  hoot 
owls  have  taken  their  place.  Easy 
swears  the  hooting  is  even  worse  than 
the  cooing  of  the  pigeons. 

From  where  I sit,  bright  ideas  often 
turn  out  to  he  “not  so  bright. That s 
why  we  shouldn’t  he  too  positive 
about  our  own  opinions.  Some  people 
like  to  tell  their  neighbors  who  to  vote 
for,  how  to  practice  their  profession, 
even  what  beverage  to  choose.  I be- 
lieve a glass  of  beer  is  the  best  thirst- 
quencher — you  may  believe  differently. 
But  who’s  to  say  one’s  right  and  the 
other  is  wrong?  Let’s  just  practice 
tolerance.  It’ll  save  a lot  of  hootin’ 
and  hollerin’. 
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Behavior  Problems  in  Children  Caused 
by  Vitamin  D Deficiency 

Wallace  Marshall,  M.D.,  West  De  Pere,  Wise. 


SUMMARY 

“The  fretful  child  is  difficult  to  manage,  is  often 
suffering  from  Vitamin  D deficiency.  The  entire 
demeanor  of  the  child  is  improved  with  adequate 
daily  amounts  of  Vitamin  D.” 

Psychiatry  has  made  marked  progress  in 
the  last  score  years.  There  seems  to  be  a de- 
cided change  in  the  thinking  which  is  con- 
nected with  this  study  and  its  brother,  psy- 
chology. I believe  we  can  discern  a definite 
swing  from  the  more  or  less  autistic  approach 
of  the  Freudian  school  to  the  biological  views. 
Perhaps  this  change  was  influenced  markedly 
by  the  various  shock  therapies  used  in  the 
psychoses.  It  appears  this  has  shifted  the 
thinking  of  psychiatrists  to  consider  the 
phases  of  patho-physiological  functioning 
which  has  to  do  with  the  brain  and  the 
autonomic  nervous  system. 

Along  with  this  metamorphosis,  the  study 
of  child  psychology  has  progressed  to  the 
point  where  the  sexual  basis  for  such  dis- 
orders has  been  mellowed  by  perhaps  more 
logical  considerations  of  a malfunctioning  en- 
docrine system,  or  other  diseased  systems  of 
the  body.  Apparently  the  psyche  has  become 
attached  again  to  the  body  of  the  individual. 

As  a general  practitioner,  I favor  physio- 
logical theories  rather  than  those  figments  of 
the  imagination  which  are  whelped  on  a 
couch.  Illogical  as  such  a biased  approach  ap- 
pears to  be,  I have  felt  that  the  human  off- 
spring are  quite  rational  beings  whose  be- 
havior is  not  too  markedly  overcome  by  sup- 
pressions and  hates  which  are  known  to  exist 
in  the  older  members  of  the  human  race.  In 
other  words,  I believe  the  reasons  for  ab- 
normal child  behavior  are  not  too  subtle,  and 
I feel  that  sound  physiological  studies  will 
uncover  a great  deal  of  information  as  to  the 
whys  and  wherefores  of  abnormal  child  be- 
havior. 

The  following  clinical  observations  present 
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such  a thesis.  These  have  been  culled  from 
my  experience  in  general  practice.  Our  thera- 
peutic results  have  been  so  interesting  and 
gratifying  that  I desire  to  explain  this  data 
to  my  colleagues  at  this  time  so  that  they  may 
be  able  to  either  reject  or  concur  in  this 
matter  after  they  have  put  this  data  to  a test. 

The  author  believes  that  floggings  of  either 
verbal  or  physical  nature  will  not  improve 
child  behavior  when  the  cause  has  been  pro- 
duced by  malfunctions  or  inefficiencies  of  the 
physiological  apparati.  Hence,  the  proper 
recognition  of  the  basis  for  the  disorder  rests 
on  the  shoulders  of  the  family  doctor.  For, 
in  the  proper  recognition  lies  the  ultimate 
method  for  correction,  and  with  it,  a splendid 
opportunity  to  carry  out  his  mission  as  the 
family’s  counsel  for  matters  which  have  to  do 
with  proper  health  and  happiness. 

It  is  the  writer’s  opinion  that  many  a 
youngster  has  been  chastized  wrongly  when 
the  misconduct  was  not  really  the  child’s 
fault.  The  cause  for  the  emotional  upset 
might  well  have  been  produced  in  both 
parents  and  their  erring  offspring  by  quick 
tempers.  These,  in  turn,  might  have  been 
caused  by  generalized  irrtability  which  is 
produced  many  time  by  a vitamin  D de- 
ficiency (1). 

The  only  sources  of  vitamin  D are  in  foods 
which  are  relatively  rich  in  this  vitamn.  Such 
foods  are  the  yolks  of  eggs,  certain  fish  oils, 
butter,  and  cream.  But  perhaps  the  most  im- 
portant source  of  this  vitamin  comes  from 
sun  light  (actinic  rays).  It  becomes  obvious 
that  few  persons  ingest  sufficient  amounts  of 
the  above  foods  routinely  to  protect  their 
bodies.  Nor  do  they  obtain  an  adequate 
amount  of  sunlight  because  of  inclement 
weather  conditions  and  their  clothing  which 
unfortunately  shields  them  from  the  actinic 
rays  of  sunlight. 

(1)  Marshall,  W.:  Infantile  rickets  is  not  uncom- 
mon. To  be  published  in  the  Medical  Digest. 
Bombay,  India. 
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Blue  sclerae  are  the  sign  of  such  a de- 
ficiency. We  have  examined  all  patients  who 
came  to  our  offices  for  a week  in  order  to 
find  just  how  many  individuals  showed  such 
a sign.  All  showed  this  phenomenon  except 
eight  persons,  and  these  people  were  taking 
adequate  daily  doses  of  multiple  vitamins. 
Hence,  it  is  obvious  that  the  vast  majority 
of  people  do  not  have  an  adequate  vitamin  D 
intake. 

Adults  are  not  too  prone  to  show  such  a 
deficiency  clinically,  but  it  is  understandable 
why  children,  who  are  deficient  in  this  man- 
ner, will  show  definite  symptoms  and  signs 
of  this  depletion.  And  so  it  is  important  to 
recognize  these  sub-clinical  signs  in  children, 
which  many  times  manifest  themselves  in  un- 
warranted behavior  in  both  the  waking  and 
sleeping  states.  Such  a condition  should  be 
recognized  clinically  long  before  it  develops 
into  a full-blown  case  of  rickets. 

One  would  think  that  most  cases  of  hypo- 
vitaminosis  D might  occur  in  underprivileged 
children  who  do  not  have  the  advantages 
which  are  associated  with  prosperous  parents. 
However,  such  is  not  the  case,  for  in  our  ex- 
perience, we  have  noted  the  condition  in 
children  from  all  walks  of  life.  The  rich  and 
the  poor  are  subject  to  this  malady,  which 
could  be  easily  avoided  if  adequate  daily 
doses  of  some  form  of  vitamin  D were  made 
available. 

It  is  well  known  that  breast-fed  babies  are 
more  prone  to  develop  the  disease  than  bottle- 
fed  babies.  Perhaps  the  answer  to  this  prob- 
lem can  be  found  in  the  fact  that  bottle-fed 
babies  may  be  given  access  to  more  vitamin 
D from  other  sources,  such  as  modified  milk 
which  is  fortified  with  this  vitamin.  Further- 
more, breast-fed  babies  are  dependent  mostly 
upon  the  food  intake  of  the  nursing  mothers, 
whose  daily  vitamin  D intake  may  be  nom- 
inal. Such  a scarce  amout  of  vitamin  D will 
then  have  to  supply  both  the  mother  and  her 
offspring. 

Let  us  now  consider  the  symptoms  and  the 
signs  of  hypovitaminosis  D which  one  may 
observe  in  such  youngsters  in  either  the  wak- 
ing or  the  sleeping  states.  In  discussing  this 
phase  of  our  topic,  we  assume  that  spasmo- 
philic states  are  associated  intimately  with 
hypovitaminosis  D.  Furthermore,  the  card- 
inal symptoms  and  signs  of  full-blown  rickets 
are  too  well  known  to  bear  repetition  at  this 


time. 

To  simplify  our  discussion  of  the  symptoms 
and  signs  of  hypovitaminosis  D,  we  can  use  a 
dichotomy,  as  we  mentioned  heretofore, 
namely,  the  waking  and  the  nocturnal  (sleep- 
ing) phases. 

In  our  experience,  in  the  waking  or  active 
state,  the  child,  who  has  hyprovitaminosis  D, 
is  fretful  and  difficult  to  manage.  Such  a 
child  cries  easily,  shuns  other  children  and 
appears  to  be  extremely  nervous.  The  child 
shows  a capricious  appetite.  At  times  it  eats 
well  but  then  may  go  for  days  without  show- 
ing much  interest  in  eating.  The  blue  sclerae, 
which  such  a child  shows,  should  give  the 
physician  an  idea  of  the  underlying  cause  for 
the  disorder.  If  the  condition  is  full-blown, 
then,  of  course,  the  out  and  out  signs  of  rickets 
will  be  present.  Many  of  these  children  have 
undergone  surgery  (tonsillectomies)  for  ap- 
parent colds  and  respiratory  obstructions. 
Many  of  them  appear  to  be  asthmatic,  or  their 
nasal  membranes  and  cervical  glands  are  in- 
volved. No  particular  local  therapy  appar- 
ently gives  adequate  results.  Such  children 
have  the  tendency  to  be  rather  slow  mentally. 
Seldom  do  they  do  well  in  school,  and  they 
may  be  rather  listless  or  even  hyperactive  at 
times.  However,  with  adequate  daily  doses  of 
some  form  of  vitamin  D (we  use  Pediatron 
routinely  in  these  cases*)  the  ensuing  results 
are  very  often  dramatic,  for  their  sniffling 
noses  or  asthmatic  breathing  improves  readily 
as  does  their  mental  ability.  Improvement  is 
noted  also  in  increased  resistance  to  colds  and 
other  upper  respiratory  infections. 

The  nocturnal  (sleeping)  symptoms  and 
signs  are  quite  baffling  to  the  parents. 
Peculiarly  enough,  the  parents  do  not  recall 
them  unless  they  are  asked  specifically  about 
the  characteristics  of  such  findings. 

The  child  who  suffers  from  hypovitaminosis 
D usually  sleeps  very  fitfully.  They  are  the 
victims  of  horrible  dreams,  and  they  may 
even  have  nightmares  and  cry  out  in  their 
sleep.  They  toss  and  turn  and  apparently  do 
not  enjoy  restful  sleep.  Upon  arising,  their 
pillows  may  be  wet  with  perspiration.  A com- 

*Pediatron  is  manufactured  by  the  Barlow-Maney 
Laboratories,  Cedar  Rapids,  Iowa.  The  formula 
consists  of:  Vitamin  D 10,000  units.  Vitamin  A 50,- 
000  units  and  Sodium  ascorbate  100  mg.  per  tea- 
spoonful. This  is  administered  thrice  daily,  one 
teaspoonful  to  a dose  after  meals  in  the  more  severe 
cases. 
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WELCOME  DOCTORS! 

KIRK’S  CAFE 

Corner  10th  & Main 


Open  24  Hours  for  Your  Convenience 
Come  in  for  That  Late  Snack 

Cood  Food  Best  Coffee  In  Town 
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D.  A.  Gregory,  M.D. 


NURSING  EDUCATION 


The  Nursing  profession  is  in  need  of  recruits.  They  are 
essential  for  the  best  Hospital  care  of  the  sick  and  we  should 
do  our  utmost  to  encourage  young  women  to  enter  this  pro- 
fession. Since  they  have  lengthened  the  course  of  instruction 
and  lessened  the  floor  scrubbing  it  is  a very  valuable  train- 
ing for  a young  woman  who  wants  a career. 

This  increased  scholastic  training  has  lengthened  the 
period  of  training  and  elevated  the  nursing  profession  to  the 
supervisory  class  . The  working  class  of  nurses  may  be  sup- 
plied by  the  practical  nurses  training  schools.  It  has  nearly  closed  all  of  the  schools  in  the  smal- 
ler hospitals,  that  at  one  time  supplied  so  many  hard  working  competent  nurses. 

In  1948  I sent  a questionaire  to  twenty-five  hospitals  in  the  State  and  received  reports 
from  twenty-one.  Nine  had  a school  of  nursing  and  stated  they  had  496  students  and  used  101 
nurses  aids.  They  stated  that  718  nurses  were  required  at  average  capacity.  Probably  now  the 
requirements  are  much  greater  due  to  the  demand  for  hospitalization.  Thirteen  hospitals  did 
not  have  a school  of  nursing  and  required  197  nurses  and  used  108  nurses  aids.  The  number  of 
small  hospitals  in  the  State  has  definitely  increased  since  the  survey  was  made. 

The  courses  in  nursing  at  the  University  Hospitals  lead  to  degrees.  Like  so  many  medical 
schools  they  seek  to  develop  specialists  and  teachers,  not  general  practioners.  The  following 
quotation  is  from  one  of  the  replies  received  in  1948  — “There  is  an  insidious  trend  to  try  and 
put  all  Professional  Nursing  into  University  Schools,  which  should  be  combated  if  patients 
are  to  receive  the  individual  care  they  should.  Naturally  Federal  Aid  is  associated  with  this, 
we  must  keep  our  three  year  schools.  In  the  pattern  of  nursing  education  there  should  be  a 
place  for  the  College  Graduate  Nurse,  the  diploma  Registered  Nurse,  and  the  licensed  Prac- 
tical Nurse.” 

Another  field  for  young  women  to  enter  is  that  of  technicians;  laboratory  or  x-ray.  There 
is  a great  demand  for  competent  trained  technicians  and  we  should  advocate  that  for  the  ones 
who  do  not  care  for  nursing. 

At  the  North  Central  Conference  we  had  an  excellent  talk  on  Public  Relations  by  a lady 
who  trains  office  secretaries.  The  competent  office  secretary  is  an  invaluable  asset  to  a Doctor. 
The  only  trouble  is  one  relies  so  much  on  a good  one  you  feel  lost  and  almost  helpless  if  she 
leaves.  I wonder  if  most  of  us  show  that  proper  appreciation  of  good  helpers  in  our  offices. 
They  are  a tower  of  strength  in  a time  of  trouble  and  we  should  give  them  the  respect  and 
courtesy  they  deserve. 

The  Medical  Education  Foundation  needs  the  support  of  our  profession.  Contributions 
can  be  ear  marked  for  our  State  School.  It  is  a good  thing  to  donate  to  and  if  we  do  not  sup- 
port it  how  can  we  expect  the  respect  of  the  public. 

The  annual  meeting  is  shaping  up  well,  so  make  your  plans  to  attend  and  bring  your  wife 
for  the  Auxiliary  will  have  pleasant  social  as  well  as  educational  features. 

Why  not  help  the  secretary  of  your  district  by  paying  your  annual  dues  now! 
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This  is  your  Invitation 

TO  THE 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
SEVENTY-FIRST  ANNUAL  MEETING 

WHERE SIOUX  FALLS 

WHEN MAY  17,  18,  19,  20 

WHAT BUSINESS  SESSIONS— MAY  17  & 18 

A MAGNIFICIENT  SMOKER,  SUNDAY  MAY  18 
SCIENTIFIC  SESSIONS,  MAY  19  & 20 
A GRAND  BANQUET,  MAY  19 


HEADQUARTERS  HOTEL  HEADQUARTERS  HOTEL 

MEDICAL  ASSOCIATION  THE  AUXILIARY 

The  Catafaet  Tke  Catpentet 


MAKE  YOUR  RESERVATIONS  EARLY PLAN  YOUR  SCHEDULE  SO  YOU  CAN 

BE  IN  SIOUX  FALLS  FOR  THE  EXCELLENT  PROGRAM. 

Be  sure  you  are  in  possession  of  your  1952  State  Association  membership  card. 
There  is  a registration  fee  of  $5.00  for  support  of  the  outstanding  program. 

DONT  MISS  THIS  ONE!!!! 
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SOMETHING  FOR  PHYSICIANS 
TO  CONSIDER 

Representatives  from  40  states  met  at  the 
Sheraton  Hotel,  Chicago,  on  Sunday,  Feb. 
17th,  to  start  the  1952  campaign  for  the  Amer- 
ican Medical  Education  Foundation.  As  South 
Dakota’s  representative  I was  not  particularly 
proud  of  our  state.  Not  a single  individual  or 
organization  from  South  Dakota  was  listed 
as  a contributor  during  the  last  three  months, 
and  only  four  were  listed  for  the  entire  year. 

Three  quarters  of  a million  dollars  were 
contributed  to  the  Foundation  in  1951  and 
the  goal  for  1952  is  $2,000,000.  The  officers  of 
the  Foundation  emphasized  that  since  each 
state  society  is  in  the  best  position  to  judge 
what  kind  of  a campaign  will  be  most  effec- 
tive among  dts  members  the  decision  is  being 
left  to  each  society.  Each  state  should  set  its 
own  goal  as  to  the  amount  it  thinks  it  can 
raise.  This  puts  the  matter  squarely  up  to  us. 

Here  in  South  Dakota  we  had  previously 
started  our  own  Endowment  Fund  for  our 
own  University-  of  South  Dakota  Medical 
School.  Beginning  with  gifts  received  after 
Jan.  1,  1952,  all  contributions  designed  by  in- 
dividual physicians  for  a specific  medical 
school  will  be  added  to  the  school’s  grants 
from  the  unearmarked  funds  raised  by  the 
Foundation  and  the  National  Fund  for  Med- 
ical Education.  This  new  policy  means  that 
alumni  or  friends  of  a medical  school  can 
make  a contribution  to  a medical  school 
through  the  Foundation  and  the  school  will 
receive  the  full  amount  of  the  contribution 
plus  its  full  share  of  unearmarked  funds.  The 
Foundation  each  year  will  give  appropriate 
recognition  in  its  annual  report  to  those  phys- 
icians whom  the  medical  schools  report  to  the 
Foundation  as  having  supported  medical 
education  by  making  a gift  directly  to  a med- 
ical school. 

We  fully  realize  that  physicians  are  urged 
to  contribute  to  numerous  charities  and  phil- 
anthropic campaigns  — March  of  Dimes, 
Heart  Fund,  Red  Cross,  Children’s  Homes, 
and  so  on.  Hardly  a day  goes  by  without  our 


being  solicited  personally  or  by  appealing 
letter.  It  is  your  privilege  to  donate  or  not 
as  you  wish.  But  give  the  American  Medical 
Education  Foundation  a little  serious  thought. 

The  medical  profession  is  devoted  to  con- 
tinue its  role  of  leadership  including  the  pro- 
tection of  the  quality  of  its  future  members. 
Remember  that  your  medical  education  cost 
someone  from  $4-6,000  more  than  you  paid 
in  tuition.  Nowadays  tuition  fees  pay  only 
25%  of  the  cost  of  operating  a medical  school. 
The  quality  of  medical  education  determines 
the  quality  of  medical  care,  and  today  our 
medical  schools  are  threatened  by  rising  costs 
and  lowered  incomes.  Americans  in  general, 
and  physicians  in  particular,  have  a respon- 
sibility to  support  these  schools,  which  have 
trained  the  physicians  who  have  made  this 
the  healthiest  large  nation  in  the  world. 

In  the  Senate,  a small  group  of  Democrats 
and  Fair  Deal  Republicans,  led  by  Humphrey 
of  Minnesota,  Lehman  of  New  York,  and 
others,  are  urging  the  passage  of  S.  337,  a bill 
granting  Federal  Aid  to  Medical  Education. 
In  his  remarks  during  the  debate  on  this  bill 
last  October  Senator  Murray  stated  “I  am 
glad  that  the  AMA  is  urging  members  every 
week  to  individually  contribute  a hundred 
dollars  a year  to  the  support  of  our  medical 
schools.  But  I am  sorry  to  note  that  during 
the  first  24  weeks  of  that  campaign  less  than 
three  one-hundreths  of  1 per  cent  of  the  coun- 
try’s physicians  was  in  sufficient  agreement 
with  the  AMA’s  position  to  make  such  an  in- 
dividual contribution.” 

This  is  indeed  a challenge  to  the  medical 
profession.  We  must  support  this  program, 
the  voluntary  subscription  of  funds  from  all 
who  prosper  and  progress  under  a system  of 
high  quality  medical  care,  the  end  product  of 
high  quality  medical  education.  Please  give 
this  matter  your  serious  consideration  and 
give  your  officers  and  delegates  of  the  South 
Dakota  State  Medical  Association  your  ideas 
on  how  the  campaign  can  best  be  conducted 
in  our  state  to  achieve  the  maximum  results. 

R.  G.  Mayer,  M.D. 
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Speakers  and  Paper  Titles  For  Annual  Meeting 


“Surgery  of  the  Gall  Bladder  and  Biliary  Tract”  — “The  Treatment  of  Varicose  Veins”  — 
Earl  O.  Latimer,  M.D.,  Chicago,  Illinois. 

“Medicine  Today”  — John  W.  Cline,  M.D.,  San  Francisco,  California. 

“Post-operative  Care  of  Eye  Patients  Twenty-Five  Years  Ago  and  Now”  — Harold  Gifford, 
M.D.,  Omaha,  Nebraska. 

“Hand  Surgery”  — Harvey  Allen,  M.D.,  Chicago,  Illinois. 

“Some  Essentials  for  Successful  Antimicrobial  Therapy  in  Urology”  — Russell  D.  Herrold, 
M.D.,  Chicago,  Illinois. 

“Experimental  and  Clinical  Studies  on  the  Etiology,  Diagnosis  and  Treatment  of  Epilepsy  and 

Schizophrenia”  — “Specific  Streptococcal  Thermal  Antibody  in  the  Diagnosis  and  Treatment 
of  Epidemic  Poliomyelitis”  — E.  C.  Rosenow,  M.D.,  Cincinnati,  Ohio. 

“Treatment  of  Human  Brucellosis”  — Wesley  Spink,  M.D.,  Minneapolis,  Minnesota. 

“Treatment  of  Children  Having  Asthma”  — “Obstruction  of  the  Upper  Respiratory  Tract  in 
Children”  — George  B.  Logan,  M.D.,  Rochester,  Minnesota. 

“Treatment  of  Duodenal  Ulcers”  — James  C.  Cain,  M.D.,  Rochester  Minnesota. 

“The  Present  Management  of  Peptic  Ulcer”  — H.  Marvin  Pollard,  M.D.,  Ann  Arbor,  Michigan. 

“The  Relationship  of  the  Auxiliary  to  the  Medical  Association”  — Mrs.  Leo  J.  Schaefer,  Salina, 
Kansas. 

PLUS  E.  J.  McCormick,  M.D.,  Toledo,  Ohio,  as  banquet  speaker;  a film  on  Uterine  Cancer;  a 
film  on  Glaucoma  designed  for  the  general  practitioner;  and  a speaker  on  a radiological 
subject. 
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Guest  Speakers  To  Be 

Heard  at  Annual  Meeting  May  18-19-20 


AMA  PRESIDENT 
TO  VISIT  S.  D. 


John  W.  Cline,  M.D.,  San 
Francisco,  president  of  the 
American  Medical  Associa- 
tion, will  visit  South  Dakota 
briefly  as  he  will  take  part 
in  the  Monday  afternoon  ses- 
sion May  19  of  the  Associa- 
tion’s 71st  Annual  Meeting. 

Dr.  Cline  is  a graduate  of 
Harvard  Medical  School,  has 
been  president  of  the  San 
Francisco  Coundy  Medical 
Society,  the  California  Med- 
ical Society  and  now  the 
AMA. 

He  is  secretary  of  the  Cali- 
fornia Division  of  the  Amer- 
ican Cancer  Society,  Con- 
sultant in  surgery  to  the  U.  S. 
Air  Force  and  consultant  to 


the-  Surgeon  General  of  the 
U.  S.  Navy.  His  presentation 
will  be  in  the  field  of  medical 
economics. 


HUMAN  BRUCELLOSIS 
IS  SPINK  SUBJECT 
AT  ANNUAL  MEETING 


“Treatment  of  Human  Bru- 
cellosis” will  be  the  subject 
of  a paper  by  Dr.  Wesley 
Spink  of  Minneapolis  at  the 
Annual  Meeting  of  the  South 
Dakota  State  Medical  Asso- 
ciation May  20. 

Dr.  Spink,  who  is  widely 
known  for  his  research  ac- 
tivities in  brucellosis,  is  Pro- 
fessor of  Medicine  at  the  Uni- 
versity of  Minnesota  Medical 
School,  Chairman  of  the 
Committee  on  Brucellosis  of 


the  National  Research  Coun- 
cil, Director  of  the  Center  for 
Brucellosis  Research  in  the 
U.  S.  for  the  World  Health 
Organization,  and  a member 
of  the  Expert  Panel  on  Bru- 
cellosis for  the  World  Health 
Organization. 


HARVEY  ALLEN.  M.D. 

IS  MEETING  SPEAKER 
ON  HAND  SURGERY 

Harvey  S.  Allen,  M.D.,  As- 
sociate Professor  of  Surgery 
at  Northwestern  Medical 
School  in  Chicago,  will  ap- 
pear on  the  program  of  the 
71st  Annual  Meeting  of  the 


South  Dakota  State  Medical 
Association,  May  19  in  Sioux 
Falls. 

Plans  are  for  Dr.  Allen  to 
speak  on  hand  surgery  dur- 
ing the  Monday  session  with 
an  appearance  before  the 
A.C.S.  luncheon  that  noon. 

Libhary  of  the 
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In  addition  to  his  duties  at 
Northwestern  Dr.  Allen  is 
also  Attending  Surgeon,  Pas- 
savant  Memorial  Hospital 
and  Attending  Surgeon  at 
Cook  County  Hospital  where 
he  has  been  in  charge  of  the 
Hand  Clinic  for  the  past  ten 
years. 


BACTERIOLOGIST 
TO  SPEAK  TWICE 
ON  PROGRAM 

E.  C.  Rosenow,  M.D.,  Pro- 
fessor of  Experimental  Bac- 
teriology at  the  Mayo  Foun- 
dation of  the  University  of 
Minnesota  until  retirement 
in  1944  and  now  doing  bac- 
teriological research  at  Long- 
view Hospital  in  Cincinnati, 
will  present  two  papers  at 
the  Annual  Meeting  May  20. 


Titles  of  his  papers  are 
“Experimental  and  Clinical 
Studies  on  the  Etiology, 
Diagnosis,  and  Treatment  of 
Epilepsy  and  Schizophrenia” 
and  “Specific  Streptococcal 
Thermal  Antibody  in  the 
Diagnosis  and  Treatment  of 
Epidemic  Poliomyelitis.” 

Dr.  Rosenow  is  author  of 
many  scientific  papers  on  his 
research,  the  most  recent  of 
which  are  “Influence  of 
Streptococcal  Infections  on 
the  Compulsive  Behavior  of 


Criminals”  and  “Nonhemo- 
lytic Streptococci  in  Relation 
to  an  Epidemic  of  Influenza.” 


LOGAN  IS  SPEAKER 
ON  PEDIATRICS 

Dr.  George  B.  Logan  of  the 
section  on  Pediatrics  of  Mayo 
Clinic  will  present  two 
papers  on  pediatrics  during 
the  Annual  Meeting,  May 
18,  19,  20.  He  is  scheduled  to 
use  as  his  subjects  “Teatment 
of  Children  Having  Asthma” 


and  “Obstructions  of  the 
Upper  Respiratory  Tract  in 
Children.” 

Dr.  Logan  was  born  in 
Pittsburgh  and  educated  at 
Washington  and  Jefferson 
College  and  Harvard  Medical 
School.  He  has  been  a con- 
sultant in  pediatrics  at  the 
Mayo  Clinic  for  the  past 
twelve  year. 


UROLOGICAL  SPEAKER 
TO  SPEAK  ON 
ANTIMICROBIAL 
THERAPY 

Russell  D.  Herrold.  M.D., 

Chicago  urologist,  will  speak 
on  “Some  Essentials  for  Suc- 
cessful Antimicrobial  Ther- 
apy in  Urology”  during  the 
Monday  session  of  the  An- 
nual Meeting  which  will  be 


held  in  Sioux  Falls,  May  18, 
19,  20. 

Dr.  Herrold  is  Clinical  As- 
sociate Professor  of  Surgery 
at  the  University  of  Ilhnois 
and  past-president  of  the 
Chicago  Urological  Society, 
American  Neisseran  Medical 
Society  and  the  North  Cen- 
tral Section  of  the  American 
Urological  Society. 


MICHIGAN  INTERNIST 
ON  ANNUAL  PROGRAM 

Dr.  H.  Marvin  Pollard  from 
the  Department  of  the  Uni- 
versity of  Michigan  will 
speak  on  “the  Present  Man- 
agement of  Peptic  Ulcer”  at 
the  71st  Annual  Meeting  of 
the  South  Dakota  State  Med- 
ical Association. 


Dr.  Pollard  is  Professor  of 
Internal  Medicine  at  the  Uni- 
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versity  of  Michigan  and  is 
the  author  of  32  articles  on 
various  subjects  in  Internal 
Medicine.  Dr.  Pollard  is  a 
graduate  of  the  University  of 
Colorado  and  the  University 
of  Michigan  and  has  had 
post-graduate  training  at  the 
University  of  Chicago,  Mayo 
Clinic,  Massachusetts  Gen- 
eral Hospital,  University  of 
Pennsylvania,  Roosevelt  Hos- 
pital and  Army  Medical 
School. 


I W.  J.  MAYTUM.  M.D. 

Dr.  W.  J.  Maytum,  88, 
pioneer  Alexandria  physician 
died  at  the  Ft.  Meade  Vet- 
eran’s Hospital,  Monday 
March  24,  after  an  illness  of 
several  years.  Dr.  Maytum, 
who  came  to  Alexandria  in 
1891,  had  served  in  the  state 
legislature  three  terms  and 
was  superintendent  of 
schools  for  two  years.  He  was 
a Captain  in  the  Army  Med- 
ical Corps  in  World  War  1. 

He  is  survived  by  his 
widow  and  eight  children. 


BLACK  HILLS  DISTRICT 
HEARS  THREE  PAPERS 

At  the  regular  meeting  of 
the  Black  Hills  District  Med- 
ical Society  held  at  Black 
Hills  General  Hospital  in 
Rapid  City,  three  papers 
were  presented.  Dr.  F.  R. 
Williams  discussed  “Exper- 
iences with  Collision  Hip 
Prosthesis”;  Dr.  Helen  Jane 
Hare  spoke  on  “ACTH  and 
Cortisone  in  Dermatology” 
and  Dr.  V.  V.  Kobza  spoke  on 
“Abnormal  Uterine  Bleed- 
ing.” 

At  the  business  session, 
Dr.  Wayne  Geib  was  recom- 
mended to  the  nominating 
committee  of  the  House  of 
Delegates  and  plans  were 


made  for  reorganizing  the 
District  and  rewriting  the 
Constitution  and  By-Laws. 


INADEQUATE  REPORTS 
ON  V.A.  TREATMENT 
CAUSE  CONFUSION 

In  recent  months  the  Vet- 
eran’s Administration  has  be- 
come concerned  about  in- 
adequate or  insufficient  in- 
formation on  the  treatment 
reports  sent  in  by  medical  as- 
sociation members  treating 
veterans. 

Because  the  patient  is  not 


A South  Dakota  youngster, 
Kenneth  Burton  Kaisch,  son 
of  Dr.  Kenneth  R.  Kaisch. 
Philip,  was  the  youngest  per- 
son at  the  AMA’s  National 
Rural  Health  Conference  in 
Denver  where  his  father  was 
a feature  of  the  program. 


only  the  responsibility  of  the 
private  physician  but  also  the 
Veterans  Administration,  it 
is  logical  that  reports  sub- 
mitted to  them  should  give 
information  enough  to  deter- 
mine what  their  patient  is  re- 
ceiving in  the  line  of  care. 
One  difficulty  is  in  having 
all  doctors  list  the  type  of 
medication  used. 

Placing  the  type  of  medica- 
tion in  general  terms  is  not  a 
breach  of  medical  ethics  or 
good  office  management  — 
it  is  a service  to  the  veteran 
who  may  at  some  later  date 
turn  up  in  a V.A.  hospital. 


Shown  with  young  Kaisch  is 
the  oldest  delegate,  80-year 
old  Dr.  Charles  H.  Lerrigo  of 
Topeka,  Kansas.  Lady  in  the 
center  is  Arline  Hibbard,  sec- 
retary . of  AMA’s.-  Rural 
Health  Council.  (Photo  court- 
esy AMA  PR.  Dept.) 
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PLANKINTON  HONORS 
TWO  PHYSICIANS 

A recognition  program  and 
play  was  held  in  Plankinton 
to  honor  the  community’s 
two  physicians  March  20  and 
21.  The  play,  “Old  Doc”  was 
presented  at  the  High  School 
Gymnasium  both  evenings 
with  the  recognition  service 
being  held  the  second  night. 

Dr.  C.  V.  Auld  has  prac- 
ticed in  Plankinton  for  42 
years  and  Dr.  F.  B.  Cochran 
33  years.  They  are  the  only 
physicians  now  practicing  in 
Aurora  County. 


RURAL  HEALTH  GROUP 
DISCUSSES  PROBLEMS 

The  Seventh  Annual  Na- 
tional Conference  on  Rural 
Health  was  held  in  Denver 
February  29,  and  March  1. 
Theme  of  the  meeting  was 
“Help  Yourself  to  Health.” 

Whereas  most  of  the  pre- 
vious conferences  stressed 
the  unsolved  problems  of 
providing  health  facilities  to 
rural  areas,  this  one  put 
much  emphasis  on  what  some 
areas  are  doing  to  help  them- 
selves. Highlighted  were 
talks  by  Dr.  Kenneth  Kaisch 
of  Philip,  S.  D.;  Dr.  Charley 
Smyth  of  the  University  of 
Colorado;  Dr.  Harlan  Eng- 
lish, Illinois  committee  on 
Rural  Health;  Chester  Starr, 
Missouri  Farm  Bureau  Fed- 
eration, and  others. 

Most  of  the  speakers  cited 
examples  of  what  could  be 
done  locally  and  then  listed 
problems  that  still  stood  in 
the  way. 

The  meeting  closed  with  a 
luncheon  address  by  Allan  B. 
Kline,  president  of  the  Amer- 
ican Farm  Bureau  Federa- 
tion. 


Speakers  Bureau  of  Association 
Lists  Medical  Subject  Speakers 


Available  now  for  speakers  at  District  Medical  meetings 
are  the  following: 

F.  R.  Williams,  M.D.  “Experiences  with  Collision  Hip 

Rapid  City  Prosthesis” 

Helen  Jane  Hare,  M.D.  “ACTH  and  Cortisone  in  Dermatology” 
Rapid  City 

V.  V.  Kobza,  M.D.  “Abnormal  Uterine  Bleeding” 

Rapid  City 

Warren  L.  Jones,  M.D.  Internal  medicine 
Sioux  Falls 

Lyndon  M.  King,  Jr.,  M.D,  “Skin  Cancer” 

Sioux  Falls  “Common  Dermatoses” 

Geoffrey  Coftam.  M.D.  “Emergency  Brain  Operations” 

Sioux  Falls  “Emergency  Chest  Operations” 

C.  A.  Stern,  M.D.  “Management  of  the  Sterile  Couple” 

Sioux  Falls  “Anoxia  in  Fetus  & Newborn” 

Wallace  A.  Arneson,  M.D.  “Surgery  of  Infants  and  Children” 
Sioux  Falls 

Donald  H.  Breit,  M.D. 

Sioux  Falls 

B.  T.  Lenz,  M.D. 

Huron 

C.  F.  Gryfe,  M.D. 

Huron 

H.  L.  Saylor,  Jr.,  M.D. 

Huron 

Paul  Tschetfer,  M.D. 

Huron 


H.  L.  Saylor,  Sr.,  M.D. 

Huron 

W.  H.  Saxton,  M.D. 

Huron 

Roscoe  Dean,  M.D. 

Wessington  Springs 


Brooks  Ranney,  M.D. 

Yankton 

T.  H.  Satiler,  M.D. 

Yankton 

C.  B.  McVay,  M.D. 
Yankton 


R.  F.  Livingston,  M.D. 

Yankton 

T.  H.  Willcockson,  M.D. 
Yankton 

F.  W.  Haas,  M.D. 

Yankton 

D.  B.  Williams,  M.D. 

Yankton 

James  P.  Steele,  M.D. 

Yankton 


“Cancer  of  the  Skin” 

“Cancer  of  the  Lip” 

“Diagnosis  and  Management  of 
Poliomyelitis” 

“Differential  Diagnosis  of  Chest  Pain” 

“Surgical  Indications  In  Gall  Bladder 
Disease” 

“Indications  For,  and  Preoperative  and 
Post-Operative  Management  of  Tran- 
surethral Prostatectomy”  , 

“Diagnosis  and  Management  of  Injuries 
of  the  Eye” 

“Indications  For  a Hysterectomy” 


“The  Management  of  Poliomyelitis- 
Comparison  of  Orthopedic  & Sister 
Kenny  Treatment” 

“Endometriosis” 

“Hemorrhage  in  Late  Pregnancy” 

“Cardiac  Disease” 

“Jaundice  & Liver  Disease” 

“Hernoplasty” 

“Duodenal  Ulcer” 

“Rx  Burns” 

“Kidney  Incisions” 

“Hematuria” 

“Recent  Advances  in  Ocular  Thera- 
peutics” 

“Mental  Diseases” 


Mental  Diseases 


Radiology 


— 120  — 


APRIL  1952 


a J\€m 

mi 


Doctor,  if  anyone  deserves  the 
relaxation  and  enjoyment  of  a com- 
fortably furnished  home,  it's  you! 

Donahue's  ore  fully  equipped  to 
tronsform  your  home  or  maybe  just  a 
corner  of  it  into  the  place  you'd  most 
like  to  be.  Every  style  of  home  fur-  \ 
nishings,  in  every  price  range,  is  yours 
ot  South  Dakotas  largest  end  finest 
furniture  store. 


320  S.  Phillips 

We’d  appreciate  the  opportunity  of  showing  you  through  our  huge  galleries  of  home-making  idea. 


55  YEARS  OF 

QUALITY  RETAILING 


Famous  Brands  in  Fashions, 


Home  Furnishings,  Children’s 
Apparel  and  Men’s  Furnishings. 

F A X T L E ’ S 

SIOUX  FALLS,  S.  D. 


Your 

CONVENTION 

HEADQUARTERS 


• Make  Your  Phone 

Calls  Here 

• Cash  Your  Checks 

Here 

• Leave  Your 
Parcels  While  You 
Shop 

T he  Friendly 
M en's  Store 
of  the 

Northwest 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  De  Walle,  Editor 


LET  US  NOT  SURRENDER  OUR 
PROFESSIONAL  FREEDOM* 

From  the  dawn  of  recorded  history  leaders 
of  nations  as  well  as  of  professions  have 
cautioned  their  followers  against  encroach- 
ments on  their  liberties.  They  have  pointed 
out  again  and  again  that  there  is  no  easy  road 
to  the  preservation  of  freedom.  They  have  had 
to  fight  continuously  against  short  cuts  to  the 
solution  of  fundamental  problems  which  re- 
sult in  curtailing  personal,  national  and  pro- 
fessional freedom. 

It  is  not  easy  for  a profession  to  maintain 
a code  of  ethics  by  voluntary  observance.  It 
is  not  easy  to  establish  uniform  standards  of 
professional  and  trade  practice  and  compel 
compliance,  especially  when  economic  sur- 
vival is  involved. 

As  a result  we  experience  transgressions 
which,  if  allowed  to  go  unpunished,  lead  to 
retaliation  from  those  who  are  adversely  af- 
fected. And  so,  the  carefully  planned  and 
commonly  practiced  decent  procedures  begin 
to  appear  burdensome  to  those  who  helped  to 
formulate  them  and  there  is  a tendency  to 
cast  them  aside,  first  by  the  few  and  then  by 
the  many. 

This  paves  the  way  for  the  acceptance  of 
promises  of  reform  and  change  which  con- 
stitute the  bait  of  dictators  and  demagogues. 

The  promise  to  correct  iniquities  by  law 
and  regulations  is  a lure  which  never  dis- 
closes the  cost  in  personal  and  professional 
freedom  that  is  always  involved  when  we 
substitute  government  control  for  self-im- 
posed rstrictions. 

There  are  factors  connected  with  the  in- 
terpretation of  laws  and  regulations  govern- 
ing any  phase  of  professional  or  trade  prac- 
tice which  must  and  should  be  discussed  be- 
fore they  are  passed.  All  of  the  wisdom  and 


*(An  editorial  by  Robert  P.  Fischelis  in  the  Feb- 
ruary issue  of  the  Practical  Pharmacy  Edition  of 
the  Journal  of  the  American  Pharmaceutical 
Association) 


foresight  on  such  matters  does  not  reside  in 
one  place. 

The  very  fact  that  such  important  laws  as 
the  Food,  Drug  and  Cosmetic  Act  of  1938  and 
the  Miller  Ty dings  Fair  Trade  Enabling  Act 
were  later  found  to  have  flaws  which  per- 
mitted executive  departments  of  the  govern- 
ment and  the  Supreme  Court  to  interpret 
them  quite  differently  from  the  intent  of 
those  who  were  influential  in  the  passage  of 
these  laws,  demonstrates  the  need  for  study 
and  discussion  of  such  legislation  and  regula- 
tions before  they  are  passed.  Only  by  this 
process  is  it  possible  to  make  sure  that  laws 
and  regulations  do  not  infringe  upon  profes- 
sional or  personal  liberty  to  a greater  extent 
than  is  required  in  the  public  interest. 

It  is  therefore  somewhat  disconcerting  to 
discern  in  the  “Your  Pharmacy  and  Mine” 
column  of  a respected  non-association  con- 
temporary publication  an  impatient  and 
highly  critical  tone  in  referring  to  the  appre- 
hension of  those  who  believe  that  the  Dur- 
ham-Humphrey  Amendment  to  the  Federal 
Food,  Drug  and  Cosmetic  Act  constitutes  a 
definite  step  in  the  direction  of  federal  con- 
trol of  the  professions  of  medicine  and  phar- 
macy. Earlier  issues  of  that  same  publication 
expressed  similar  apprehensions  on  the  part 
of  its  editor  and  condemned  such  control  in 
no  uncertain  terms. 

Have  we  reached  the  point  in  American 
pharmacy  where  the  advocacy  of  the  demo- 
cratic process  for  arriving  at  sound  conclu- 
sions on  fundamental  factors  affecting  our 
professional  future  is  taboo?  Are  we  to  as- 
sume that  all  of  the  guidance  for  the  develop- 
ment of  the  future  of  pharmacy  should  come 
from  those  who  are  concerned  principally 
with  the  business  of  the  drug  store?  Can 
American  pharmacy  afford  to  overlook  even 
the  slightest  encroachment  upon  or  dis- 
paragement of  its  professional  status? 

We  have  confidence  in  the  intelligence  and 
common  sense  of  the  American  pharmacist 
and  we  repose  our  trust  in  the  faculties  of 
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colleges  of  pharmacy  who  are  helping  to  de- 
velop sound  thinking  along  professional  lines 
in  oncoming  generations  of  pharmacists.  They 
may  like  to  read  a gossip  column  occasionally. 
They  may  even  enjoy  the  pastime  indulged 
in  by  some  editorial  writers  of  setting  up 
straw  men  to  be  knocked  down  with  tough 
language  in  the  editorial  sanctum  where  no 
one  can  answer  back.  But  what  they  are 
really  interested  in  is  factual  information  and 
unbiased  comment  on  the  basis  of  which  they 
can  make  up  their  own  minds. 

This  we  propose  to  supply  to  the  best  of  our 
ability  and  we  are  encouraged  by  the  trend 
of  thought  in  American  medicine  along  the 
same  line. 

We  regret  that  the  leadership  of  one  seg- 
ment of  the  drug  industry,  representng  retail 
drugstore  owners,  could  not  see  its  way  clear 
to  avoid  a course  of  action  which  relied  ex- 
clusively on  new  legislation  to  solve  the  pres- 
cription regulation  problem.  But  at  no  time 

— even  under  the  most  extreme  provocation 

— did  we  enter  into  any  argument  or  discus- 
sion on  anything  but  the  merits  of  the  issue 
as  we  saw  it.  This  will  continue  to  be  our 
policy. 

The  Durham-Humphrey  Law  as  finally 
passed  and  the  proposed  regulations  as  re- 
cently issued  reflect  both  legislative  and  ad- 
ministrative recognition  of  every  important 
point  set  forth  by  the  American  Pharmaceu- 
tinal  Associaton  at  the  public  hearings  on  the 
legislation.  We  believe  that  we  have  given  the 
kind  of  service  in  this  matter  which  the  pro- 
fession expects  of  us.  We  are  glad  to  acknow- 
ledge credit  to  all  other  groups  who  brought 
their  influence  to  bear  upon  the  preservation 
of  the  professional  prerogratives  of  phar- 
macists. The  cooperation  of  the  American 
Medical  Association  was  especially  appre- 
ciated. 

We  still  believe  that  the  legislation  was  un- 
necessary and  that  it  encroaches  upon  the 
regulation  of  the  practice  of  medicine  and 
pharmacy  by  the  states.  However,  since  it  is 
on  the  statute  books,  we  shall  do  our  best  to 
aid  in  making  it  workable,  but  without  sur- 
rendering the  right  to  recommend  changes. 


NEWS  NOTE 

The  Rapid  City  Pharmaceutical  Society 
held  their  annual  post  holiday  party  for  the 
local  Medical  and  Dental  Societies  and  their 


wives  at  the  Alex  Johnson  Hotel  Ball  Room, 
January  24th. 

A continental  buffet  dinner  was  served  and 
was  preceded  by  a cocktail  hour.  Places 
were  identified  by  an  Rx  place  card  for  each 
of  the  one  hundred  and  fifty  guests.  Dinner 
music  was  furnished  by  Miss  Dorothy  Kubler 
at  the  Hammond  organ.  Soprano  solos  were 
presented  by  Mrs.  W.  Lox  accompanied  by 
Miss  Harriet  Smith  at  the  piano  and  Miss 
Kubler  at  the  Hammond  organ.  The  dinner 
was  followed  by  dancing  to  the  music  of 
Louis  Bishop  and  his  orchestra. 

A most  enjoyable  evening  was  reported  by 
all  of  those  attending. 

* 

With  S.  L.  Mark  presiding,  the  Aberdeen 
District  Pharmaceutical  Society  met  at  the 
Sherman  Mexican  room  on  Sat.  Feb.  16th. 
About  85  members  and  guests  enjoyed  the 
turkey  dinner  which  was  followed  by  a bus- 
iness meeting.  A.  O.  Bittner  gave  an  informa- 
tive talk  on  the  Durham-Humphrey  and  Mc- 
Guire bills.  Also  on  the  program  was  Mr. 
Robert  Thompson,  Prof,  of  Am.  History  at 
N.S.T.C.,  who  described  some  social  changes 
in  our  country’s  history  over  a 50  year  period. 
A movie  of  the  entire  world  series  was  shown 
plus  the  final  Dodgers-Giant  contest. 

Those  who  served  on  committees  were: 
Tickets  and  reservations  — Jim  Cameron 
(Stout’s),  E.  Schmitt  (Woodward’s),  and 
B.  Bittner  (Bittner’s);  Program  Chairman  — 
Willis  Hodson  (Walgreen’s);  Entertainment  — 
Eddie  Olson  (Jewett’s)  and  Norma  Aspen 
(Daniels);  Reception  — S.  L.  Mark  (Wood- 
ward’s) and  Jim  Cameron  (Stout’s). 

Attending  from  out-of-town  wre  Mr.  and 
Mrs.  Howard  Dakin  and  Mrs.  James  Long, 
Britton;  Floyd  Cornwell,  Webster;  Royce 
Overholzer,  Selby;  Dr.  Henry  Isaacs,  Eureka 
and  Lila  Schultz,  Eureka:  Mr.  and  Mrs.  Bud 
Schulta,  Revilla;  L.  Lutzer,  Sioux  Falls;  and 
Mrs.  A.  W.  Payne,  Thompson,  la. 


DRUGGIST  NORMAN  GLARUM  AND 
WIFE  OF  FREDERICK.  S.  D.  MAKE  TRIP 
TO  MEXICO 

Some  of  the  observations  made  are  as 
follows: 

The  drugstores  in  the  smaller  towns  visited, 
had  their  shelves  stocked  mostly  with  crude 
drugs  and  herbs  packaged  for  quick  sale.  In 

(Continued  on  Page  132) 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

A.  O.  Bittner 


THIS  MAY  BE  A BAD  GRIPE  ON  MY  PART. 

BUT  I BELIEVE  IT  IS  A TIMELY  CAUTION 

"Why  Do  So  Many  Pharmacists  Do  Things  That 
Are  Hurtful  To  Pharmacy" 

Why  do  so  many  operators  of  a pharmacy  bend  their 
efforts  on  tearing  pharmacy  down  instead  of  building  it  up? 

Why  do  they  go  to  so  many  extremes  to  show  how  stupid 
they  can  be?  I refer  to  the  practices  of  operators  who  plaster 
their  windows  with  poorly  lettered  signs  offering  drug  prod- 
ucts at  prices  which  are  bound  to  bring  ridicule  to  pharmacy. 

Among  those  signs  I find  “Aspirin  Tablets  7c  per  100  tablets” 

Saccharin  Tablets  9c  per  100”  Rubber  Combs  3c  Each”  and 
many  other  items  of  similar  ilk.  A LOW  QUALITY  LABEL. 

“Isn’t  it  about  time  we  took  a look  at  such  juvenile  action?  Patrons  are  never  induced  to  come 
in  by  so  blastantly  yelling  that  the  store  has  a debauched  appreciation  of  drug  quality.  What 
can  pharmacy  gain  by  having  it  paraded  before  the  public  as  dealing  in  drugs  of  the  junk 
variety?  Let  me  also  mention  the  many  items  of  merchandise  products  sold  in  many  drug  stores 
which  are  not  DRUG-STORE  MERCHANDISE. 

Have  we  not  sense  enough  to  make  pharmacy  stand  for  something  fine?  Must  we  spend 
our  time  and  efforts  in  persuading  the  public  to  see  pharmacy  in  the  light  of  aspirin  tablets  7c 
a hundred?  There  can  be  no  doubt  that  such  a display  of  cheapness  really  cheapens  our  calling. 
Everything  which  smears  a sub  label  on  the  drug  store  tends  to  termite  the  very  foundation  of 
pharmacy.  Let  us  go  into  our  prescription  room  and  apply  our  knowledge  and  training  which 
we  have  paid  for,  dearly,  maybe  not  by  ourselves  but  by  those  who  sponsored  our  education. 
So  many  things  can  be  done  in  merchandising  the  real  health  needs  of  the  people  who  surround 
you.  Then  think  of  the  livestock  fields,  its  health  needs  (and  what  nice  profit  and  good  pro- 
fessional service  can  be  had  and  given  in  this  fine  pharmacy  work).  Do  we  pharmacists  need 
to  sell  groceries,  count  eggs,  sell  overalls,  bloomers,  hardware  and  furniture?  If  this  trend  of 
merchandising  is  appealing  to  the  drug-business,  I do  not  want  any  part  of  it.  And  my  caution 
is:  “I  wonder  just  how  long  we  alone  as  a group  can  use  the  sign  “DRUGS”  when  our  charac- 
ter of  operating  a drug-store  has  been  so  besmeared  with  unethical  practices.  Think  it  over. 
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Veterinary  Sales  Through  the  Drug  Store 

By:  J.  C.  Scheve,  Lederle  Laboratories 


I fully  realize  that  in  appearing  before  you 
to  discuss  the  subject  of  veterinary  sales 
through  the  drug  store,  I have  selected  a sub- 
ject with  which  many  of  you  are  familar,  also 
one  with  which  you  come  into  daily  contact. 
A great  deal  has  been  said  as  well  as  printed 
on  this  subject  over  the  past  10  years,  so  that 
it  does  not  leave  too  much  in  the  way  of  new 
material  to  be  presented. 

It  is  my  hope  that  I may  be  able  to  suggest 
something  that  has  been  overlooked,  or  as  an 
outsider  restimulate  your  interest  in  a field 
that  can  be  very  lucrative. 

During  the  last  10  years  there  has  been  a 
considerable  increase  in  the  volume  of  animal 
health  products  sold  through  drug  stores; 
most  of  this  has  been  through  the  rural  drug 
store  rather  than  the  city  store  as  the  poultry 
and  large  animal  population  presents  a far 
greater  potential  than  pets  or  small  animals 
of  the  city.  As  this  group  is  primarily  in- 
terested in  farm  livestock,  I will  keep  my  re- 
marks confined  to  this  potential. 

During  this  10  year  period,  the  total  sales 
of  animal  and  poultry  health  goods  through 
all  channels — veterinarian,  drug  store,  feed 
store,  hatchery,  etc. — has  increased  slightly 
less  than  1.5  times;  however,  drug  store  sales 
in  the  same  period  have  increased  about  4.5 
times.  Drug  stores  are  now  responsible  for 
32.5%'  of  this  business,  whereas  10  years  ago 
they  enjoyed  only  10.7%  of  the  total. 

I feel  that  Dan  Rennick  and  Drug  Topics 
share  in  the  credit  for  this  increase  by  con- 
tinually bringing  to  the  attention  of  the  drug- 
gist, the  potential  that  exists  in  this  field. 
However,  principally  I believe  that  this  trend 
can  be  found  in  the  products  themselves.  Ten 
years  ago  the  best  that  was  available  to  the 
farmer  were  tonics  and  non-specific  remedies, 
in  addition  to  certain  biologicals  available  for 
treatment  and  prevention. 

This  frequently  led  the  farmer  to  depend 
more  heavily  on  professional  advice  or  to 
hope  that  the  animal  would  recover  follow- 


ing rest  and  nursing  care  as  his  success  with 
many  of  the  then  available  therapeutic  prod- 
ucts was  so  very  questionable. 

Today,  biologicals  are  still  available,  many 
of  them  improved  and  many  new  ones  of  a 
more  specific  nature.  For  example,  in  the 
poultry  field,  Laryngotracheitis  vaccine,  and 
Newcastle  Disease  vaccine,  and  in  the  large 
animal  field.  Dried  Brucella  Abortus  vaccine, 
among  several  others.  But  most  important  of 
all  was  the  advent  into  the  veterinary  field  of 
the  various  sulfa  drugs  and  antibiotics.  The 
sulfa  drugs  came  first  with  sulfanilamide,  sul- 
fathiazole,  sulfaguanadine,  and  the  most  ver- 
satile, sulfamethazine.  These  had  hardly  made 
themselves  felt  when  penicillin  and  more  re- 
cently, aureomycin  and  terramycin,  came  into 
the  picture  to  challenge  the  miracle  of  the 
miracle  sulfa  drugs. 

Here  we  find  in  the  short  period  of  10  years, 
a complete  change  from  non-specific  tonics 
and  remedies  to  specific  pharmaceuticals  and 
antibiotics.  With  products  such  as  these 
available  to  the  farmer,  he  found  himself  in  a 
position  where  he  could  treat  his  sick  animals 
more  successfully  than  the  best  professional 
service  could  do  without  them.  This  ability 
to  adequately  treat  and  control  disease  on  his 
part  has  increased  his  interest  in  personally 
taking  care  of  his  problems.  This  is  particu- 
larly true  in  certain  states  where  professional 
veterinary  attention  is  not  always  easily  ac- 
cessible. South  Dakota  is  such  a state,  as 
there  are  less  than  68  active  veterinarians  in 
the  state. 

Earlier  I mentioned  that  the  sale  of  animal 
health  products  through  the  drug  store  in- 
creased from  10.7%  to  the  total  market  of 
32.5%.  Just  how  large  is  this  32.5%?  Accord- 
ing to  figures  recently  published  in  Drug 
Topics,  animal  health  product  sales  in  1950 
through  the  drug  store  was  over  $45,000,000. 
This  represents  $2,200  through  the  average 
rural  drug  store.  I could  not  obtain  figures 
showing  the  average  in  South  Dakota,  but 
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assuming  that  the  South  Dakota  sales  versus 
potential  is  the  same  as  the  national  figure, 
the  average  dollar  sales  per  rural  drug  store 
would  be  about  $4,900.  This  serves  to  point 
out  only  one  thing,  and  that  is  that  the  poten- 
tial per  store  in  South  Dakota  is  far  above  the 
national  average.  As  a matter  of  fact,  al- 
though South  Dakota  stands  12th  in  total  sales 
of  animal  health  goods  products,  it  stands  3rd 
in  potential  per  store. 

This  very  appreciable  increase  in  volume 
on  the  part  of  the  drug  store  might  lead  some 
into  thinking  that  the  veterinarian  is  being 
replaced.  My  answer  to  this  is  an  emphatic 
no.  The  veterinarian  is  an  important  indi- 
vidual in  our  farm  economy.  He  is  very  def- 
initely required  to  maintain  the  economic 
position  of  the  livestock  farmer.  The  veter- 
narian  is  required  in  diagnosis,  surgery,  and 
for  the  control  of  infectious  and  contagious 
diseases.  Can  the  veterinarian  and  the  phar- 
macist work  together?  My  answer  to  this  is 
yes. 

It  might  interest  you  to  know  that  there  is 
a prescription  pharmacy  in  Madison,  Wiscon- 
sin, who  confines  his  sales  to  veterinarians 
only  and  enjoys  an  excellent  volume. 

After  all,  the  pharmacy  serves  the  physician 
and  at  the  same  time  serves  the  people  who, 
suffering  from  minor  complaints,  purchase 
their  needs  over  the  counter.  Hundreds  of 
such  counter  items  are  sold  directly  to  the 
public  daily  without  interference  to  the  livli- 
hood,  or  without  too  much  complaint  from 
the  physician.  Is  it  too  much  to  expect  that 
some  day  we  will  reach  the  same  degree  of 
mutual  understanding  between  the  pharma- 
cist and  the  veterinarian?  However,  this  is 
another  subject  entirely,  and  as  I am  not 
prepared  with  the  solution,  I think  it  had 
best  be  dropped. 

Livestock  is  the  largest  single  industry  in 
this  country.  It  has  been  estimated  that  there 
is  over  one  billion  dollars  lost  annually  in  the 
United  States  in  marketable  livestock  from 
conditions  that  could  be  cured  or  prevented. 
This  livestock  loss  reaches  even  further  than 
is  immediately  seen  and  has  a much  wide  ef- 
fect. The  bulk  of  cereals  other  than  wheat 
find  their  way  to  market  as  meat,  milk,  and 
poultry.  Cattle  grubs  reduce  the  number  of 
usable  hides.  Only  a few  years  ago,  it  was 
estimated  that  cattle  grubs  cost  the  Iowa 
farmer  $8,000,000  a year. 


The  use  of  phenothiazine  materially  in- 
creased the  number  of  sheep  casings  suitable 
for  use.  As  a matter  of  fact,  one  poultry  dis- 
ease alone  is  considered  responsible  for  an 
annual  loss  of  $60,000,000.  In  spite  of  the  easy 
manner  in  which  Washington  speaks  of  bil- 
lions and  more  billions,  this  is  a very  size- 
able piece  of  money.  This  loss  of  over  one 
billion  dollars  is  curable  and  preventable. 
The  problem,  however,  is  to  educate  the 
farmer  that  by  good  management,  sanitation, 
proper  feeding,  and  the  use  of  existing  pro- 
phyaetics  and  therapeutic  measures,  he  can 
bring  to  market  not  only  more  but  more 
profitable  livestock. 

Of  course,  this  loss  is  by  no  means  entirely 
disease,  but  disease  problems  are  a contrib- 
utory factor  and  thus  present  a potential  for 
increased  sales  without  increasing  the  number 
of  newborn  livestock.  At  the  present  prices 
for  livestock,  it  is  economically  sound  and 
good  management  to  treat  all  diseases.  The 
farmer  who  might  take  the  attitude  that  it  is 
too  expensive,  or  let’s  see  what  happens  be- 
fore starting  treatment,  has  not  been  prop- 
erly educated  and  is  only  inviting  trouble  of 
a serious  and  expensive  nature.  Veterinary 
medicine,  like  human  medican,  costs  less  and 
is  more  effectve  v/hen  instituted  early. 

Is  this  animal  health  products  worth  going 
after,  and  how  can  I get  some  of  this  business, 
are  the  two  questions  most  frequently  asked. 

Let  us  first  look  at  the  market.  Drug  Topics 
figures  indicate  that  the  potential  in  South 
Dakota  in  1950  was  almost  $3,500,000.  The 
livestock  census  in  South  Dakota  in  1950  was: 

AM  Cattle  Dairy  Cattle  Poultry  Hogs 

2,479,000  379,000  9,036,000  1,442,000 

These  figures  do  not  include  horses,  mules, 
goats,  sheep  and  fur  bearing  animals  such  as 
mink  and  fox,  all  of  which  have  a potential 
for  animal  health  products. 

The  average  cost  per  prescription  in  the 
United  States  in  1950  was  $1.66.  Prescription 
dollars  per  capita  were  $2.38.  Compare  this 
$2.48  per  person  or  $1.66  per  prescription  with 
treatment  costs  for  livestock. 

To  immunize  100  head  of  cattle  against  an- 
thrax would  cost  $15.00. 

Ten  calves  immunized  with  Dried  Brucella 
Abortus  vaccine  would  cost  $8.10. 

100  calves  immunized  against  blackleg 
would  cost  $10.80. 
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A herd  of  30  dairy  cattle  treated  for  masti- 
tis would  not  be  less  than  $20.  This  cost  for 
treatment  of  mastitis  is  figured  on  the  ac- 
cepted belief  that  at  least  25%  of  the  quarters 
of  dairy  cattle  are  infected  with  mastitis. 

100  baby  chicks  treated  for  coccidiossis 
would  cost  about  $5.00.  These  are  all  mini- 
mum figures  and  based  on  fair  trade  prices. 

I haven’t  even  mentioned  fowl  pox,  laryngo- 
thracheitis,  Newcastle,  shipping  fever,  calf 
scours,  encephalomyelitis,  metritis,  pneumo- 
nia, bacillary  enteritis,  and  the  hosts  of  other 
diseases  to  which  the  various  types  of  live- 
stock are  susceptible. 

Let  us  return  for  a moment  to  our  dairy 
herd  as  mastitis  is  undoubtedly  the  greatest 
problem  faced  by  the  dairy  farmer.  I spoke 
of  treatment  of  1 out  of  4 quarters  with  an 
overall  cost  of  $20.  Where  mastitis  is  visibly 
present  there  are  undoubtedly  many  other 
quarters  infected,  so  that  good  management 
will  insist  on  further  examination  with  more 
quarters  being  treated.  We  must  also  con- 
sider that  some  quarters  will  require  more 
than  one  injection  to  clear  them  up.  It  is 
therefore  quite  probable  that  the  cost  of 
medication  in  this  one  herd  will  run  well 
over  the  minimum  of  $20,  very  probably  at 
least  double  this  cost. 

Is  this  cost  too  great?  Is  it  economically 
unsound?  In  the  November,  1949,  issue  of 
Country  Gentlemen,  they  cite  a farmer  in 
New  England  who  figured  that  clearing  up 
mastitis  in  3 of  his  high  producing  Ayreshires 
increased  his  income  $600  in  a year  when  milk 
was  $5  per  100  pounds.  As  one  dairyman  put 
it,  “With  mastitis,  first  you  lose  one  quarter, 
then  you  lose  another  quarter  and  finally  you 
lose  the  whole  cow.” 

Being  forced  to  sell  a high  bred  milk  pro- 
ducer at  beef  prices  is  not  good  economics. 

I have  purposely  kept  these  figures  at  a 
minimum.  I have  spoken  of  immunizing  100 
cattle  against  anthrax  and  blackleg.  Those 
of  you  in  the  range  country  know  that  these 
herds  run  in  thousands  not  in  hundreds.  I 
have  mentioned  a dairy  herd  of  30  cows,  but 
I also  stated  that  the  1950  census  showed 
375,000  dairy  cattle  in  the  state.  Let’s  use  a 
little  arithmetic  and  see  what  the  mastitis 
potential  for  375,000  cows  might  be.  If  each 
cow  received  one  injection  yearly  of  -aureo- 
mycin  ointment  in  only  one  quarter,  it  would 
amount  to  over  $257,000  in  sales;  this  in  a 
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state  that  is  not  considered  a dairy  state.  This 
only  further  emphasizes  the  billion  dollar 
loss  previously  mentioned  that  could  be  pre- 
vented or  cured. 

Let  us  next  consider  the  question,  “How 
can  I get  a share  of  this  market?”  Let  me 
quickly  state  that  I am  not  prepared  nor 
qualified  to  hand  out  the  secret  formula  of 
success  in  this  field.  I would  like  to  pass  on 
however,  some  ideas  and  some  observations 
that  might  be  of.  assistance. 

In  order  to  approach  this  market  more  in- 
telligently we  should  first  have  some  know- 
ledge of  the  competition  to  be  faced. 

The  Veterinarian — He  is  unquestionably  the 
man  who  through  education  and  knowledge 
should  be  in  the  best  position  to  service  the 
requirements  and  supply  the  animal  health 
needs  to  the  farmer.  He  has  not  been  too 
active  to  date  in  becoming  a source  of  supply 
for  the  farmer  as  he  has  preferred  to  place 
products  secondary  to  service.  In  other  words 
he  uses  and  supplies  these  products  only 
when  he  is  called  to  render  professional  ser- 
vices. It  is  a fact,  however,  that  recently, 
particularly  among  the  younger  veterinarians, 
there  has  come  the  realization  that  many 
problems,  for  the  greater  part  in  the  field  of 
prevention,  are  being  handled  direct  by  the 
farmer  without  calling  on  his  professional 
service.  This  has  resulted  in  some  of  these 
men  establishing  a retail  business  and  invit- 
ing the  farmer  to  obtain  his  requirements 
from  them.  It’s  my  opinion  that  the  pharma- 
cist’s greatest  challenge  for  the  farmer  mar- 
ket will  come  from  the  veterinarian. 

Feed  Stores  and  Hatcheries — The  interests 
of  these  people  are  confined  primarily  to  poul- 
try. In  a great  many  instances,  particularly 
in  some  of  the  hatcheries,  there  are  men  well 
qualified  to  handle  poultry  disease  problems. 
Many  of  the  larger  hatcheries  employ  poultry 
service  men,  many  of  whom  hold  degrees 
from  agricultural  colleges  in  poultry  husban- 
dry. Other  have  men  who  have  spent  consid- 
able  time  in  this  field  and  have  attended 
poultry  short  courses  given  during  the  sum- 
mer by  many  schools. 

As  a result  poultry  traffic  has  become  es- 
tablished along  these  lanes,  as  the  poultry 
farmer  found  them  the  only  source  of  assis- 
tance in  his  disease  problems.  It  was  not  un- 
usual for  the  hatchery  operator  or  his  service 
man,  who  did  blood  testing  throughout  the 
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area,  to  drive  out  10  or  15  miles  to  assist  the 
poultry  farmer  when  disease  problems  arose. 
Generally  speaking,  these  people  were  forced 
into  this  business  for  self  protection.  Baby 
chicks  dying  from  coccidiossis  result  in  the 
cry  of  poor  strains,  low  livability.  . Older 
chicks  contracting  other  diseases  found  the 
blames  placed  on  feed.  “My  birds  aren’t 
healthy,  they  are  all  dying.”  This  resulted 
in  these  people  investigating  and  studying 
the  best  methods  of  promoting  livability 
which  meant  control  of  disease,  in  order  to 
maintain  their  reputation  and  customers 
good  will.  I don’t  believe  you  have  too  much 
to  fear  from  this  source  in  the  overall  live- 
stock problem.  Their  interest  should  and 
probably  will  remain  concentrated  in  the 
poultry  market. 

Co-operatives  and  County  Agents — There  is 
little  or  nothing  to  be  concerned  over  in  this 
state  from  these  people,  either  as  in  the  case 
of  county  agents  where  they  are  not  inter- 
ested, or  co-operatives  who  are  too  inactive 
and  too  far  away  when  needed. 

Mail  Order  Houses — Here  again  is  no  ser- 
ious threat  to  your  potential.  Disease  does 
not  hold  off  waiting  the  arrival  of  a postman, 
nor  can  you  consult  or  receive  advice  from  a 
mail  order  catalogue. 

As  I see  it,  and  as  I have  outlined  it,  your 
greatest  competition  lies  with  the  veterinarian 
and  the  hatchery.  Both  of  these  have  one 
thing  in  common  that  puts  them  in  a compet- 
itive position,  this  is  knowledge;  the  veter- 
narian  by  virtue  of  his  education  and  train- 
ing, and  the  poultry  service  man  in  a very 
small  field  possessing  the  same  thing. 

It  therefore  becomes  necessary  for  you  to 
acquire  a certain  degree  of  scientific  know- 
ledge of  animal  health  pharmacy  to  intelli- 
gently service  the  counter  requirments  of  the 
farmer.  This  knowledge  cannot  be  obtained 
through  wishful  thinking.  One  of  the  basic 
fundamentals  to  the  acquiring  of  this  know- 
ledge is  a sincere  interest  in  the  field. 

Frequently  in  rural  areas,  you  will  find  two 
stories  on  opposite  corners,  one  of  which  does 
an  appreciable  veterinary  business,  the  other 
little  or  none.  The  success  of  the  first  store 
can  usually  be  traced  to  the  owner’s  interest 
in  the  field,  plus  a willingness  and  ability  to 
do  something  about  it. 

Now  presupposing  interest,  the  next  step  is 
to  acquire  knowledge.  Several  colleges  of 


pharmacy  now  include  veterinary  subjects  in 
their  course.  There  have  been  several  short 
courses  held  by  these  colleges  for  the  benefit 
of  pharmacists  who  wished  a concentrated 
course  in  the  veterinary  field.  As  a matter  of 
fact,  just  a few  months  ago  your  own  college 
of  pharmacy  held  a refresher  course  at  which 
part  of  the  time  was  given  to  veterinary  dis- 
cussion. 

The  Yearbook  of  Agriculture  published  by  the 
United  States  Dept,  of  Agriculture  and  avail- 
able through  the  Supt.  of  Documents,  is  a 
worthwhile  addition  to  the  library  of  a well 
equipped  animal  health  dept. 

I have  displayed  here  two  booklets,  “Com- 
mon Diseases  of  Livestock”  and  “Control  of 
Poultry  Diseases,”  which  I believe  you  will 
find  of  considerable  help.  (I  trust  I will  be 
forgiven  for  going  commercial  in  this  litera- 
ture display,  but  the  only  material  available 
to  illustrate  my  point  is  our  own  literature). 
In  addition  to  these  two  general  booklets, 
there  are  available  individual  pieces  on  most 
products.  Similar  literature  to  that  displayed 
here,  is  available  from  most  manufacturers 
on  their  products.  It  is  essential  that  the 
person  in  charge  of  the  animal  health  dept, 
read  all  literature  so  that  he  is  conversant 
with  it,  and  even  underlining  in  his  personal 
copy  references  or  informaton  to  which  he 
might  wish  to  refer. 

Subscribing  to  various  farm  or  livestock 
journals  can  be  of  considerable  help,  particu- 
larly those  journals  that  are  most  applicable 
to  your  locality  or  type  of  livestock.  Your 
displays  and  merchandising  efforts  may  be 
tied  in  with  the  ads  appearing  in  these  jour- 
nals. 

If  you  will  bear  in  mind  that  you  are  al- 
ready equipped  as  a pharmacist  with  basic 
knowledge  of  disease  problems  in  humans, 
the  acquiring  of  this  knowledge  is  not  going 
to  be  difficult,  nor  can  I overlook  the  fact 
that  most  of  you  are  already  firmly  grounded 
in  animal  health  problems. 

The  next  big  step  is  to  let  the  farmer  know 
not  only  that  you  are  capable  and  willing  to 
assist  him,  but  that  products  of  merit  are 
available  from  you. 

The  most  essential  step  along  these  lines  is 
the  establishment  of  an  animal  health  dept, 
in  your  store.  This  department  should  be 
established  with  a knowledge  of  store  traffic 
and  of  sufficient  prominence  so  that  it  will 
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not  be  overlooked.  The  value  of  a well  stocked 
prominent  animal  health  dept,  serves  two 
purposes.  First,  it  designates  your  store  as  a 
headquarters  for  this  merchandise,  and  sec- 
ond, it  reminds  your  farm  customers  on  each 
visit  that  now  is  the  time  to  purchase  his 
animal  health  needs.  This  department  should 
be  well  lighted,  well  stocked,  and  well  dis- 
played. Merchandising  display  cartons  and 
counter  cards  can  be  of  help.  A convenient 
literature  rack  or  display  where  the  farmer 
can  find  and  help  himself  to  literature  in 
which  he  is  interested,  should  not  be  over- 
looked. 

The  next  step  would  be  to  publicize  the  de- 
partment and  the  service.  Here  again  I am 
not  prepared  with  any  secret  formula.  How- 
ever, the  standard  methods  can  be  used  to 
advantage. 

Newspaper  Ads — Most  of  you  are  probably 
advertising  now;  many  contracting  for  space 
on  a yearly  basis.  To  make  advertising  pay 
off  it  must  be  done  continuously.  A single  ad 
or  a now  and  then  repeat  is  lost  and  soon 
forgotten.  Advertising  must  be  repititious  and 
then  the  effect  is  cumulative.  If  you  contract 
for  space  or  routinely  use  large  display  ads, 
it  would  be  advisable  to  feature  the  depart- 
ment more  than  individual  products  at  the 
beginning.  Prominent  space  in  your  ad  is  ad- 
visable, so  that  the  effect  is  not  lost.  Individ- 
ual products  can  easily  be  tied  in  with  this 
institutional  advertising. 

Radio — Radio  is  another  means  of  bringing 
this  department  and  its  services  to  the  farmer. 
Well  placed  spot  advertising  has  been  used 
frequently  with  success.  Most  manufacturers 
make  available  scrips  for  use  on  their  prod- 
ucts that  may  be  had  for  the  asking. 

Direct  Mail — Here  either  of  two  procedures 
may  be  followed.  A select  mailing  list  of  the 
farmers  of  your  locality — if  you  have  a diver- 
sification of  livestock  in  your  area  it  would  be 
advisable  to  set  up  your  mailing  list  acord- 
ingly,  for  example,  poultry,  dairy  cattle,  hogs, 
etc.  The  other  method  would  be  bulk  mailing. 
Here  instead  of  having  your  mail  addressed 
to  a given  individual,  it  is  addressed  to  Box- 
holder — R.R.  

Literature  such  as  I have  displayed  here,  is 
suitable  for  either  type  of  mailing.  This  liter- 
ature can  also  be  used  as  an  enclosure  when 
wrapping  a purchase  of  one  of  your  farm 
customers.  As  I mentioned  earlier,  most  man- 


ufacturers have  available  suitable  literature 
for  this  purpose. 

Here  again  institutional  advertising  featur- 
ing the  department  should  be  included  with 
specific  product  literature,  as  your  first  inter- 
est is  in  establishing  your  animal  health  dept. 
— your  store  as  headquarters  for  all  his  needs. 

Many  stores  have  been  successful  with 
“coffee  and  doughnut”  parties.  A suitable 
place  is  selected  such  as  high  school  gym. 
Legion  hall,  etc.  The  event  is  publicized  and 
the  farmer  invited  to  attend  with  his  wife. 
Free  coffee  and  doughnuts  are  the  bait.  (The 
farmer  is  as  interested  in  “free  goods”  as  the 
druggist).  A livestock  film  or  films  may  be 
shown,  and  a representative  of  one  of  the 
manufacturers  might  give  a talk  and  answer 
questions.  Above  all,  remember  that  no  mat- 
ter what  advertising  medium  or  mediums 
are  used,  repetition  is  necessary  to  put  your 
story  over. 

Practically  every  drug  store  in  South  Da- 
kota has  the  opportunity  for  going  after  this 
veterinary  business,  even  the  largest  cities 
are  the  trading  areas  of  surrounding  farm 
country.  I believe  there  are  269  registered 
drug  stores  in  the  state  and  Drug  Topics  in 
arriving  at  the  drug  stores  potential,  classes 
241  stores  as  rural  drug  stores. 

A very  excellent  veterinary  potential  exists 
here,  but  it  will  not  walk  into  your  store  un- 
aided. It  is  necessary  for  you  to  show  an  in- 
terest in  this  business  and  go  out  after  it. 

The  man  who  will  familiarize  himself  with 
the  livestock  disease  problem  of  the  farmer — 
take  a little  time  to  study,  not  necessarily 
livestock  diseases  as  a whole,  but  livestock 
diseases  of  his  locality — make  available  to  the 
farmer  products  of  merit  that  will  help  him  to 
control  his  disease  problem — and  above  all 
let  the  farmer  know  of  his  interest  and  the 
availability  of  the  products,  is  well  on  his 
way  to  harvesting  some  of  this  potential  for 
his  store. 


Hptel  CatpeHtet 

SIOUX  FALLS 

ONE  OF  THE  FINEST 
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ALL  MY  PATI  ENTS 

I itwitc  you  to  discuss  Jtoukly 
with  me  any  cjuestions  regarding 
my  services  or  my  fees. 

The  best  medical  service  is  based 
on  a friendly  mutual  under- 
standing between  doctor  and  patient. 


mutual  understanding 


your  key 


to  the  best  medical  service 


Yes,  doctor,  the  best  medical 


service  is  based  on  friendly,  mutual  understanding  between  doctor  and 
patient.  To  help  you  create  better  public  relations,  the 
American  Medical  Association  is  making  available — as  a service  to  its  members — 

an  attractive  new  plaque  to  be  displayed  on  an  office  desk  or  wall.  This  plaque  will 
open  the  door  to  better  relations  with  your  patients  because  it  encourages 

questions  regarding  professional  services  and  fees.  Price  is  one  dollar — order 
yours  today.  Fill  out  the  coupon  and  send  to  order  department 

AMERICAN  MEDICAL  ASSOCIATION 

535  N.  Dearborn  St.,  Chicago  10,  III. 


1 


price  I postpaid 


Send  me "To  All  My  Patients” plaques. 


address_ 

city_ 


.(  ) state^ 
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AUXILIARY  ACTIVITIES 


Dear  Auxiliary  Members: 

This  is  the  last  message  that  I will  be  able 
to  send  to  you  thru  the  pages  of  the  Journal 
before  our  annual  convention,  and  in  this  one 
I wish  to  extend  a welcome  to  each  of  you  to 
attend  the  meetings  which  are  to  be  held  in 
Sioux  Falls,  May  18,  19,  and  20.  The  attend- 
ance at  our  business  sessions  have  generally 
been  disappointing,  and  it  is  sincerely  hoped 
by  your  officers  that  this  meeting  will  be  an 
exception  and  that  we  will  have  the  pleasure 
of  seeing  many  of  you  there.  Much  is  to  be 
learned  of  the  work  accomplished  and  the 
work  planned  for  the  future  and  this  all  tends 
to  create  a greater  interest  in  our  organiza- 
tion. Are  you  planning  to  attend?  We  wel- 
come you! 

Our  annual  meeting  is  not  all  business  and 
I can  assure  you  that  you  are  going  to  enjoy 
the  social  functions  planned  for  your  enjoy- 
ment. The  Seventh  District  Medical  Auxil- 
iary is  the  hostess  Auxiliary  and  you  will 
and  Mrs.  F.  S.  Stahman,  District  President, 
and  her  committees  gracious  hostesses.  The 
business  arrangements  are  in  the  hands  of 
Mrs.  C.  J.  McDonald  and  so  I know  that  you 
will  agree  with  me,  that  we  are  off  to  a good 
start.  Now  all  we  need  for  a perfect  ending 
is  a great  many  of  our  members  present  for 
all  the  sessions. 

It  was  my  pleasure  to  visit  the  Watertown 
Auxiliary  for  a dinner  and  business  meeting 
on  the  evening  of  March  4.  I truly  enjoyed 
meeting  the  members  with  whom  I have  been 
corresponding  this  past  year  and  in  previous 
years,  and  I want  to  thank  each  of  them  for 
a very  pleasant  time. 

A pre-Convention  NEWSLETTER  is  plan- 
ned for  each  of  you,  which  will  conclude  our 
publications  for  this  year.  We  hope  to  be 
able  to  give  to  you  a complete  schedule  of 
the  convention  program  in  this  last  issue,  as 
well  as  other  convention  news.  If  you  have 
not  sent  news  items  of  any  of  your  meetings 
or  have  met  recently,  please  send  an  account 
of  these  to  Mrs.  A.  P.  Reding,  as  she  is  anxious 
for  district  news.  This  is  YOUR  NEWS- 


LETTER and  we  want  news  of  YOU.  This 
should  reach  Mrs.  Reding,  Marion,  South 
Dakota,  by  April  25. 

I want  to  share  a bit  of  good  news  with  all 
of  you.  Your  President  was  invited  to  con- 
duct the  Memorial  Service  for  Auxiliary 
members  at  the  National  Convention  in 
Chicago,  June  9-13.  This  is  a distinct  honor 
for  South  Dakota  and  I regret  deeply  that  it 
is  impossible  for  me  to  accept  because  of  pre- 
viously made  plans  for  a family  vacation  and 
business  convention. 

Our  Auxiliary  year  is  almost  over.  Have 
you  taken  inventory?  Is  there  some  project 
yet  undone?  Have  you  planned  to  entertain 
the  high  school  girls  to  interest  them  in  nurs- 
ing? Have  you  collected  supplies  for  Medical 
and  Surgical  Relief?  Have  you  met  your 
quota  for  “Today’s  Health”?  Have  you  1009f 
membership  in  your  district  Auxiliary?  There 
are  a few  of  the  things  we  planned  to  accomp- 
lish. Does  your  Auxiliary  get  a perfect  score? 

See  you  at  the  Convention. 

Mrs.  Howard  R.  Wold,  Pres. 


The  Third  District  Medical  Auxiliary  met 
for  their  regular  meeting  in  Madison,  March 
13.  Dinner  was  served  to  Auxiliary  members 
and  the  District  Medical  Society  at  the  Golf 
Club.  Because  of  the  weather,  and  the  fact 
that  this  meeting  had  been  postponed  from 
February,  there  was  a small  attendance  but 
routine  business  was  discussed.  A letter  from 
Mrs.  V.  V.  Volin,  Pres. -elect  and  Program 
Chairman,  was  read.  Since  the  transfer  of  one 
of  our  members  to  another  district,  it  is 
thought  that  the  Third  District  has  1009( 
membership  in  the  Auxiliary.  The  next  meet- 
ing is  to  be  held  in  Brookings,  April  10,  at 
which  time  election  of  officers  wll  be  held. 

Mrs.  Walter  Patt,  Secretary 


“The  Auxiliary  to  the  Watertown  District 
Medical  Society  entertained  Mrs.  Howard  R. 
Wold  of  Madison,  President  of  the  Woman’s 
Auxiliary  to  the  South  Dakota  State  Medical 
Association,  at  a special  meeting  March  4. 
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The  Business  session  held  in  the  home  of 
Mrs.  H.  Russell  Brown,  820  Broadway  N.,  was 
preceded  by  a dinner  at  the  Elk’s  Lounge, 
places  being  laid  for  sixteen.  Mrs.  Robert 
Huber,  program  chairman,  presented  Mrs. 
Wold  with  a corsage.  Table  appointments 
suggestive  of  St.  Patrick’s  Day  were  enhanced 
with  a centerpiece  of  harmonizing  flowers. 

In  her  message  to  the  local  auxiliary,  Mrs. 
Wold  reviewed  the  work  of  the  state  and  na- 
tional organization. 

At  the  close  of  the  evening,  Mrs.  Brown 
served  refreshments  buffet  style  with  Mrs. 
T.  W.  Reul,  Watertown  District  president, 
presiding  at  the  coffee  service.  A bouquet  of 
spring  flowers  centered  the  table.” 

The  Watertown  District  Auxiliary  meets 
on  the  first  Tuesday  of  every  month  for  din- 
ner and  a planned  program.  Final  arrange- 
ments have  been  completed  for  the  annual 
formal  dinner-dance  to  be  held  on  “Doctor’s 
Day,”  March  31,  at  the  Flamingo  Club,  Lake 
Kampeska. 

Ruth  Carroll  Brown 

Publicity  Chairman,  Watertown  District 

BULBAR  POLIOMYELITIS— 

(Continued  from  Page  103) 
obstructing  secretions  have  failed  to  keep  the 
airway  clear  (pharyngeal  aspiration,  broncho- 
scopy, postural  drainage);  that  tracheotomy 
has  a limited  but  important  place  in  the 
therapy  of  bulbar  pohomyelitis,  and  that  for 
the  patient  who  needs  it,  it  may  be  life-saving. 

This  article  has  been  shortened  for  publication 
owing  to  lack  of  space  by  omission  of  the  biblio- 
graphic references.  These  will  appear  in  the 
auaror’s  reprints. 

BEHAVIOR  PROBLEMS— 

(Continued  from  Page  111) 
mon  sign  is  the  grinding  of  their  teeth  during 
those  fretful  sleeping  periods. 

It  is  most  gratifying  to  the  family  doctor 
and  certainly  to  the  parents  to  witness  a 
complete  metamorphosis  in  these  most  dis- 
tressing symptoms.  These  usually  are  im- 
proved markedly  within  a period  of  two 
months  under  the  intensive  therapy  which  we 
have  indicated  above. 

The  entire  demeanor  of  the  child  is  im- 
proved with  adequate  daily  amounts  of  vit- 
amin D.  The  erstwhile  asocial  child  usually 
becomes  an  angelic  individual  who  apparently 
enjoys  life  as  only  a healthy  youngster  can. 
Furthermore,  the  anxious  parents  forget  to 


use  the  hairbrush  in  the  course  of  time,  and 
the  household  again  assumes  the  air  of  ser- 
enity much  to  the  happiness  of  all  those  con- 
cerned. 

GLARIUM'S  MEXICO  TRIP— 

(Continued  from  Page  123) 

Mexico  City  there  are  many  modern  drug- 
stores among  one  which  he  describes  as  the 
World  Famous  “Sanborns.”  This  store  is 
stocked  with  jewelry,  souveniers,  clothes  and 
a drug-stock.  The  store  is  built  around  a large 
dining  room  which  serves  many  excellent 
Mexican  dishes.  One  store  had  a graduate 
pharmacist  from  Austin  Texas  operating 
same.  This  store  had  a large  prescription  de- 
partment containing  pharmaceuticals  and 
bologicals  with  Mexican  labels  affixed,  but 
most  of  them  Mr.  Glarum  was  familiar  with. 
Products  which  required  refrigeration  were 
kept  and  displayed  well  in  a large  refrig- 
erator. His  daily  prescriptions  filled  averaged 
from  16  to  20.  Very  little  compounding  was 
required  anymore,  however  five  years  ago 
most  prescriptions  were  compounded.  The 
prices  obtained  on  all  products  were  list  with 
no  fair  trade  minimum  prices.  Fair  Trade  is 
unheard  of  and  not  necessary  he  quotes. 


Welcme 


We  Specialize 
in 

Fine  Foods 


Stacy's 

Across  from  the  Cataract 
Headquarters 
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Backache — Its  Diagnosis  and  Treatment  from  the 
Standpoint  of  the  General  Practitioner 

By  Carlo  Scuderi,  M.D.,  PH.D.,  F.A.C.S. 

Chicago,  Illinois 


INTRODUCTION 

One  of  the  most  common  and  one  of  the 
most  complicated  problems  which  the  general 
practitioner  has  to  contend  with,  is  the  sym- 
ptom of  backache.  It  happens  in  all  age 
groups,  regardless  of  strata  of  life,  and  in  both 
sexes  and  it  is  very  frequently  the  source  of 
litigation  subsequent  to  accident  in  either 
civil  or  industrial  life. 

Everyone  must  realize  and  accept,  that 
there  are  many  etiological  causes  of  backache, 
but  the  greatest  percentage  of  them,  and  with- 
out question  of  doubt,  one  can  say  about  99%, 
fall  into  the  catagory  of  an  orthopedic  prob- 
lem. 

The  early  and  accurate  diagnosis  is  impera- 
tive if  time  is  to  be  saved,  suffering  to  be  al- 
leviated and  conservation  of  finances  to  be 
achieved.  Very  frequently  inaccurate  diag- 
nosis and  meddlesome  therapy  not  only  pro- 
long convalescence  but  in  some  instances  are 
actually  harmful. 

Once  the  patient  has  been  accurately  diag- 
nosed and  is  correctly  treated,  a carefully 
supervised  convalescence  is  necessary.  All 
too  frequently,  once  the  patient  is  on  the  road 
to  recovery,  he  is  left  to  shift  for  himself  and 
very  frequently  the  convalescence  is  unusual- 
ly prolonged  or  the  patient  actually  has  an 
early  recurrence  which  could  have  been 
avoided  by  proper  supervision.  It  is  import- 
ant to  remember  that  overtreatment  of  a 
backache  is  as  harmful  as  undertreatment. 
Neither  contribute  to  an  efficient  solution  of 
the  problem. 

This  paper  is  presented  in  the  discussion  of 
backache  that  is  not  related  to  fractures. 
Fractures  are  in  an  entirely  different  catagory 
and  are  not  within  the  scope  of  this  presenta- 
tion. 

HISTORY 

A carefully  taken,  detailed  history  is  most 

*Read  before  the  South  Dakota  State  Medical 
Association,  at  Aberdeen,  South  Dakota 
on  June  4,  1951 


important  in  starting  the  examining  physician 
on  the  right  path  to  a correct  diagnosis  and 
solution  of  the  problem.  All  too  frequently, 
in  a busy  practice  a physician  fails  to  go  into 
the  details  of  how,  when  and  where  the  acci- 
dent occurred  and  frequently  misses  some  of 
the  salient  directing  signposts  to  the  correct 
solution  of  the  problem.  Many  times  a history 
is  taken  by  either  the  nurse  or  an  assistant 
who  perhaps  does  not  realize  the  full  signif- 
icance of  a detailed  history  and  for  this  rea- 
son, the  attending  physician  should  carefully 
check  the  history  if  it  is  taken  by  someone 
else  and  make  any  additional  notes  that  are 
necessary. 

Each  particular  type  of  etiological  cause  of 
backache  has  a more  or  less  standard  pattern. 

Beyond  any  question  of  doubt  the  most  com- 
mon cause  of  backache  is  the  well  known 
sprain.  The  history  is  characteristic.  An  in- 
dividual usually  is  doing  some  unusual  lift- 
ing or  stooping  following  which  he  is  sud- 
denly seized  with  an  acute  backache  which 
may  be  of  varying  intensity  but  the  onset  is 
sudden,  the  manifestations  are  acute  and 
under  careful  supervised  care  the  con- 
valescence is  progressively  better. 

Episacral  lipomae  are  also  a relatively  com- 
mon cause  of  backache  involving  small  fatty 
tumors  that  have  herniated  through  the  deep 
fascia  of  either  sacro-iliac  joint.  The  patient 
complains  as  a rule  of  slowly  progressing 
backache,  well  localized  to  one  definite  cir- 
cumscribed area  where  local  pressure  always 
produces  the  same  recurrence  of  pain  with  or 
without  radiation  into  the  corresponding  ex- 
tremity. Clinically  the  episacral  lipoma  can  be 
readily  found  by  actual  palpation  of  the  area. 
This  will  be  discussed  under  physical  exam- 
ination. 

Congenital  malformations  are  a frequent 
cause  of  backache.  They  are  usually  man- 
ifested in  the  second  and  third  decade  of  life 
in  healthy  individuals  who,  for  the  first  time, 
notice  under  stresses  and  strains  of  unusual 


— 133  — 


COLIEGp  r ^ ^ 


liL 


SOUTH  DAKOTA 


activity  that  they  begin  to  have  progressive 
discomfort  with  their  lower  back  and  the 
more  they  undertake  the  form  of  activity, 
the  more  severe  becomes  the  backache.  This 
is  found  frequently  in  college  athletes  who 
are  in  constant  body  scrimages  either  as  a 
result  of  football,  basketball  or  undergo  un- 
usual activities  in  track  or  baseball.  Usually 
this  comes  on  after  their  excessive  muscular 
activity.  The  discomfort  as  a rule  disappears 
in  the  morning  and  is  not  present  until  ac- 
tivity is  again  undertaken.  They  also  find 
that  with  each  month,  the  backache  becomes 
more  severe  and  its  duration  is  over  a longer 
period. 

Osteoarthritis  is  a most  common  type  of 
backache  found  in  individuals  who  are  in  the 
fourth,  fifth  and  sixth  decade  of  life,  usually 
in  persons  who  have  done  heavy  work  and 
are  somewhat  overweight.  They  may  or  may 
not  have  associated  manifestations  of  arthritis 
in  the  fingers,  knees,  elbows  and  shoulders 
of  both  extremities.  They  notice  they  have 
great  difficulty  in  getting  out  of  bed  the  first 
thing  in  the  morning,  in  straightening  up,  and 
tying  their  shoes  but  after  a few  preliminary 
motions  and  exercises,  the  motion  of  the  back 
increases  in  amplitude  and  the  discomfort  of 
the  lower  part  of  the  spine  becomes  minimal 
so  that  during  activity  in  the  early  stages,  the 
backache  seems  to  improve. 

Aggravation  of  a pre-existing  condition  is 
a real  problem  especially  when  it  entails  med- 
ical-legal aspects.  In  many  states,  the  aggra- 
vation of  a pre-existing  condition  is  compen- 
sable by  law  and  for  this  reason  in  the  Indus- 
trial Commission  or  in  Civil  Courts,  if  it  can 
be  definitely  shown  that  a man  has  had  a pre- 
existing condition  that  has  become  aggra- 
vated by  an  accident,  he  is  able  in  many  in- 
stances to  collect  for  his  disability.  It  is  not 
easy  for  an  examining  physician  to  determine 
what  constitutes  aggravation  of  a pre-existing 
condition.  Certainly  if  an  individual  has  an 
osteoarthritic  back  that  has  been  more  or  less 
quiescent  and  then  clinically  and  symtoma- 
tically  following  his  injury  his  back  becomes 
worse  and  the  individual  becomes  incapaci- 
tated, that  certainly  in  itself,  constitutes  ag- 
gravation. Or  if  an  individual  has  a definitely 
well  known  spondylolisthesis  associated  with 
subjective  complaints,  and  manifestations, 
that  also  can  safely  be  considered  an  aggra- 
vation of  a pre-existing  condition. 


Intervertebral  disc  herniation  at  the  present 
time  is  in  great  vogue  and  all  too  frequently 
erroneous  diagnoses  are  made  which  compli- 
cate the  picture  from  every  aspect.  The  usual 
history  is  that  an  individual  in  his  prime  of 
life,  usually  in  the  twenty,  thirty  and  not  un- 
commonly in  the  forty  age  group,  has  under- 
taken some  activity  of  a straining  nature  to 
his  back  and  is  suddenly  seized  with  severe 
pain  in  the  back  and  in  many  instances  has 
difficulty  in  straightening  himself  out.  In 
some  instances  there  is  associated  radiation 
of  pain  down  the  leg  but  the  most  common 
history  is  that  the  patient’s  backache  comes 
first  and  then  a day  or  two  later  he  begins  to 
notice  pain  and  discomfort  with  radiation 
down  the  extremity  and  this  increases  in  se- 
verity as  time  goes  on  and  is  also  aggravated 
by  coughing  and  sneezing. 

The  psychosomatic  backache  constitutes  a 
real  problem  and  here  perhaps  the  history 
plays  a most  important  part  if  one  will  go 
into  the  details  that  might  draw  one  to  the 
right  conclusion.  As  a rule  they  are  constitu- 
tionally inadequate  individuals  who  are  more 
or  less  shiftless,  have  not  assumed  the  respon- 
sibilities of  adult  life  and  are  always  losing 
time  from  work  either  in  the  industries  or  at 
home  because  of  one  ailment  or  another.  If 
one  goes  into  the  family  background,  there 
is  usually  an  unhappy  family  life  either  from 
a physical  or  financial  standpoint  and  it  acts 
as  an  escape  mechanism  for  these  individuals. 
The  general  practitioner  has  an  excellent  op- 
portunity of  knowing  the  background  of  most 
of  his  patients  and  he  can  become  suspicious 
very  quickly  that  perhaps  the  complaint  of 
backache  is  on  a psychosomatic  basis  because 
of  the  circumstances  surrounding  this  individ- 
ual’s home  life. 

Miscellaneous  causes  of  backache  also  exist 
but  they  are  in  such  a small  minority  that  one 
should  only  say  a few  words  in  regard  to  this 
problem.  There  are  such  causes  as  retrover- 
sion of  the  uterus,  constipation  or  renal  colics, 
bladder  stones,  cystitis,  prostatis  and  a num- 
ber of  other  conditions  of  a similar  nature 
that  can  cause  backache.  These,  however,  are 
not  too  difficult  to  find  if  one  takes  the  time 
to  give  the  patient  a thorough  examination 
and  also  to  take  an  adequate  history.  One 
should  also  not  forget  that  people  who  have 
carcinoma  elsewhere  in  the  body  are  very 
apt  to  have  metastatic  lesions  in  the  lower 
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back  which  give  severe  backache  and  only  in 
the  advanced  stages  of  the  disease  are  the 
destructive  lesions  of  the  carcinoma  visible 
by  x-rays. 

PHYSICAL  EXAMINATION 

An  adequate  physical  examination  is  as 
important  as  an  adequately  taken  history, 
therefore  everyone  must  see  to  it  that  the 
patient  has  the  clothes  removed  so  that  the 
back  and  both  lower  extremities  can  be  care- 
fully examined.  All  the  clothing  should  be 
removed  except  the  necessary  amount  to 
cover  the  genitalia.  This  can  be  done  by 
either  draping  the  patient  with  a towel,  a 
sheet  or  regular  “G”  strings  such  as  Bakini 
bathing  suits  that  cover  the  genitalia  in  front 
and  back.  Women  should  have  a brassiere 
or  a towel  covering  the  breasts.  In  this  man- 
ner the  patient’s  entire  back  can  be  examined 
at  one  time.  It  is  fallacious  to  assume  that 
a back  can  be  examined  with  most  of  the 
underclothing  still  in  place.  The  patient 
should  be  examined  from  the  front,  the  side 
and  the  back  to  notice  any  abnormalities  of 
position  of  the  vertebral  column,  also  the  tone 
of  the  muscles  and  the  development  of  the 
muscles  of  the  back  should  be  carefully  ob- 
served. The  pelvis  should  be  carefully  noted 
as  to  whether  or  not  it  has  a tilt  which  very 
frequently  occurs  secondary  to  muscle  spasm 
or  from  having  one  extremity  which  is  shorter 
than  the  other.  The  patient  should  be  instruc- 
ted to  bend  in  acute  forward  flexion,  hyper- 
extension, lateral  flexion  and  lateral  rotation 
to  both  sides  and  the  exact  range  of  motion 
should  be  recorded.  In  the  average,  healthy 
individual  of  young  adult  or  middle  age,  they 
should  be  able  to  bend  forward  so  that  the 
thorax  is  at  right  angles  to  the  extremities, 
having  approximately  a 90  degree  forward 
flexion,  bringing  the  fingers  within  two  to 
four  inches  of  the  ground.  Hyperextension 
is  possible  in  most  individuals  to  about  25 
degrees.  Lateral  flexion  is  as  a rule  between 
20  and  30  degrees  and  lateral  rotation  to  the 
right  and  left  is  usually  somewhere  in  the 
vicinity  of  about  35  to  40  degrees.  Any  limita- 
tions or  abnormalities  of  these  motions  should 
be  carefully  recorded.  An  individual  who 
actually  has  pathological  changes  that  cause 
backache  will  have  a restriction  of  motion 
in  one  direction  or  another  and  this  can  be 
elicited  by  muscle  spasm,  limitation  of  motion 
and  in  many  instances  if  the  condition  has 


existed  for  some  period  of  time,  by  atrophy 
of  the  muscle  bellies. 

Everyone  is  acquainted  with  a large  num- 
ber of  tests  used  to  determine  back  motions 
and  whether  or  not  there  are  any  associated 
objective  findings  to  the  subjective  com- 
plaints. Many  of  them  have  several  proper 
names.  Certainly  the  straight  leg  raising  test 
gives  an  excellent  objective  result  if  a person 
has  sciatic  nerve  irritation.  The  Lasegue  and 
Kernig  tests,  the  Fabere,  anterior  and  pos- 
terior torsion  tests,  the  lumbosacral  and  lum- 
bo-iliac  tests  are  all  carefully  noted.  If  there 
is  any  element  of  postivity  it  is  recorded  from 
one  to  four,  the  one  being  minimal  findings 
and  the  four  being  maximum  findings  so  that 
on  the  record  gradations  can  be  noted  as  to 
one,  two,  three  or  four  intensity  of  the  posi- 
tive low  back  tests. 

The  Lasegue  test  is  the  raising  of  the  heel 
from  the  examining  table  with  the  knee 
straight  and  in  most  instances,  the  leg  can 
be  carried  almost  to  100  degrees  which  is  con- 
sidered the  normal  limit.  If  muscle  spasm  or 
severe  pain  occurs  short  of  this  distance  there 
is  a positive  Lasegue  test;  this  may  be  one, 
two,  three  or  four,  depending  on  the  inten- 
sity and  the  graduation  of  the  examiner. 

The  Kernig  test  is  another  type  of  straight 
leg  raising  test  with  a slight  variation.  The 
thigh  is  bent  at  right  angles  with  the  back 
and  then  the  knee  is  straightened  and  if  the 
leg  can  be  brought  to  a straight  line  with  the 
thigh,  it  is  a negative  test.  If,  on  some  ex- 
tension of  the  leg,  there  is  pain  or  spasm  re- 
sulting, it  is  a positive  test.  These  two  tests 
if  positive  are  indicative  of  sciatic  nerve  irri- 
tation that  produces  stretching  and  causes 
pain  and  it  is  also  a test  producing  a posterior 
rotation  of  the  side  of  the  ilium  with  rotation 
at  the  sacro-iliac  joint  and  is  indicative  of 
sacro-iliac  joint  ligamentous  pathology. 

The  Fabere  test  is  a test  where  the  heel  is 
placed  on  the  opposite  knee  and  the  leg  is 
externally  rotated.  This  brings  out  the 
amount  of  external  rotation  that  is  possible 
in  the  hip  and  also  produces  a stretching 
effect  on  the  anterior  ligaments  of  the  sacro- 
iliac joint.  If  these  ligaments  have  been  path- 
ologically involved,  pain  results  with  reflex 
muscle  spasm. 

In  order  to  test  the  lumbo-iliac  ligaments 
the  legs  are  bent  at  right  angles  at  the  knee 
and  right  angles  at  the  hip;  with  the  examiner 
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placing  his  arm  underneath  the  knees,  the 
patient’s  pelvis  can  be  swung  from  left  to 
right.  This  produces  tension  and  stretching 
of  these  ligaments.  Then  the  entire  pelvis  and 
legs  are  swung  to  the  left,  the  tension  is  on 
the  right  lumbo-iliac  ligaments.  When  the 
reverse  is  done  and  the  legs  and  pelvis  are 
swung  to  the  right,  the  tension  is  on  the  left 
lumbo-iliac  ligaments.  One  can  by  these  tests 
determine  whether  or  not  there  is  pathology 
in  the  ligaments  because  of  the  reflex  spasm 
of  the  muscles  and  the  complaint  of  pain  by 
the  patient. 

In  determining  the  lumbosacral  test  both 
legs  are  acutely  flexed  on  the  abdomen,  the 
entire  pelvis  then  is  put  into  acute  flexion  on 
the  lumbar  spine  and  if  an  individual  has 
pathological  changes  of  the  lumbo-sacral  area 
secondary  reflex  spasm  occurs  in  the  muscles 
and  the  patient  complains  bitterly  of  pain. 
This  is  found  very  commonly  in  ruptures  of 
the  intervertebral  disc,  spondylolisthesis, 
spina  bifida  and  osteoarthritic  changes  in 
this  area. 

The  anterior  and  posterior  torsion  tests  are 
carried  out  as  follows  r With  the  patient  turned 
on  his  side  so  that  the  thighs  are  at  right  an- 
gles to  the  spine  and  the  calves  at  right  angles 
to  the  thighs,  one  hand  is  placed  on  the  wing 
of  the  ilium  and  the  other  hand  on  the 
shoulders,  and  by  pushing  forward  on  the 
pelvis  and  pulling  back  on  the  shoulders,  one 
produces  a considerable  amount  of  tension  on 
the  posterior  lumbosacral  ligaments.  This  is 
called  the  anterior  torsion  test.  If  pathology 
exists  in  these  ligaments  tension  produces 
pain  and  reflex  spasm.  If  the  reverse  is  true 
and  the  hand  on  the  pelvis  draws  the  pelvis 
backward  and  the  opposite  hand  pushes  the 
shoulder  forward,  a considerable  amount  of 
tension  is  then  thrown  on  the  anterior  lumbo- 
sacral ligaments  and  here  again  if  pathology 
exists  there  is  reflex  muscle  spasm  and  pain. 
This  is  called  the  posterior  torsion  test.  It  has 
been  the  practice  of  the  author  to  use  these 
seven  accepted  orthopedic  tsts  to  draw  some 
conculsion  as  to  the  existance  of  pathology  in 
the  lower  back  involving  the  lumbar  spine, 
lumbosacral  region  and  the  sacro-iliac  joints. 
The  results  of  these  examinations  are  care- 
fully recorded  for  the  present  and  future 
reference. 

It  is  important  also  to  look  at  the  extrem- 
ities to  see  whether  or  not  there  are  any  cir- 


culatory changes,  whether  the  patient  has  any 
gross  atrophy  and  how  he  walks  and  whether 
or  not  there  is  a limp  present.  Also  one  should 
record  very  carefully  whether  or  not  he  has 
full  range  of  motion  of  the  hips,  knees  and 
ankles  and  he  should  be  watched  when  he 
gets  on.  and  off  the  examining  table  as  to  his 
motions. 

In  view  of  the  fact  that  one  of  the  more 
critical  causes  of  backache  is  a ruptured  in- 
tervertebral disc  with  neurological  changes 
one  must  carefully  test  the  patellar  and  Achil- 
les reflexes  to  determine  whether  or  not  they 
are  present  or  absent  and  if  there  is  any 
diminution.  This  should  likewise  be  recorded. 
Also  careful  testing  of  the  sensation  of  both 
legs  should  be  gone  over  with  a pin  and  with 
stroking  of  cotton  to  determine  whether  or 
not  there  are  any  areas  of  hypesthesia  or 
anesthesia  of  either  leg  and  if  so  whether  or 
not  it  follows  any  definite  nerve  root  pattern. 
The  individual  who  is  misrepresenting  thinks 
that  the  nerve  root  distribution  is  around  the 
entire  circumference  of  the  extremity  just 
like  the  bark  of  a tree  but  we  all  know  that 
anatomically  this  is  not  correct.  The  seg- 
mental distribution  is  from  above,  downward 
and  inward  so  that  an  individual  who  has 
nerve  root  pressure  in  the  area  of  the  fourth 
lumbar  nerve  root,  for  example  has  hypes- 
thesia of  the  lateral  aspect  of  the  calf  and 
inner  aspect  of  the  foot  while  an  individual 
who  has  nerve  root  pressure  of  the  fifth  lum- 
bar nerve  root  has  it  lower  on  the  calf  on  the 
lateral  aspect  and  on  the  lateral  aspect  of  the 
foot  on  the  dorsum  and  the  sole  of  the  foot. 

In  order  to  determine  whether  or  not  any 
actual  atrophy  exists  one  should  carefully 
take  comparable  circumferences  of  both 
thighs  and  both  calves  with  a tape  measure. 
Usually  the  center  of  the  thigh  and  the  center 
of  the  calf  are  used  as  the  measurement 
points  and  the  records  are  accurately  kept.  If 
one  has  any  nerve  root  pressure,  he  is  bound 
to  have  changes  in  the  reflexes,  changes  in 
the  circumferences  and  changes  in  the  sensa- 
tion of  the  legs.  This  is  very  difficult  to  mis- 
represent and  should  be  observed  if  the  pa- 
tient is  gone  over  very  carefully  by  the  ex- 
amining physician.  Only  an  individual  who 
has  been  highly  trained  in  medicine  or  well 
coached  prior  to  the  examination  will  be  able 
to  give  a good  presentation  of  falsified  find- 
ings. 
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X-RAYS 

One  of  the  most  expensive  luxuries  of  the 
industries  and  in  private  practice  is  the  avoid- 
ance of  taking  x-rays  on  the  first  examination 
of  an  individual  who  complains  of  backache. 
It  is  the  author’s  fervent  plea  that  any  patient 
who  comes  to  a doctor  complaining  of  back- 
ache is  certainly  entitled  not  only  to  a good 
physical  examination  with  the  clothes  ade- 
quately removed  but  also  x-ray  films  of  good 
detail  and  of  diagnostic  value.  X-ray  films 
of  poor  detail  are  not  only  a waste  of  time  and 
money,  but  are  also  harmful  because  of  the 
delay  in  adequate  treatment  and  for  the  errors 
in  diagnosis  and  litigation  that  sometimes 
occur  because  the  first  films  were  not  clear 
enough  for  an  accurate  diagnosis.  A standard 
anteroposterior  and  lateral  view  of  the  lum- 
bar spine  should  be  taken  on  all  cases,  with  a 
cone  view  of  the  lumbosacral  area.  If  there 
are  any  questions  as  to  the  diagnosis  or  the 
original  films  reveal  what  may  appear  to  be 
other  pathology,  oblique  views  should  be 
taken  also.  In  many  instances  the  routine  pro- 
cedure of  taking  oblique  views  is  expensive 
and  time  consuming.  However,  if  facilities 
are  available  one  can  make  fewer  errors  if 
oblique  views  are  taken. 

It  is  important  to  take  x-rays  immediately 
after  the  alleged  back  injury  to  rule  out  pos- 
sibilities of  aggravation  of  a pre-existing  con- 
dition, such  as  a spondylolisthesis  or  osteo- 
arthritis. If  many  months  after  there  is  a 
question  of  aggravation,  one  can  compare  the 
immediate  films  with  the  subsquent  films  to 
determine  whether  or  not  there  have  been  any 
changes.  However,  if  no  films  are  taken  at 
the  time  of  the  injury  then  one  has  no  stand- 
ard from  which  to  determine  accurately 
whether  or  not  there  has  been  any  aggrava- 
tion and  certainly  radiographically  we  have  a 
tool  that  is  very  serviceable  in  determining 
this  one  critical  point. 

We  have  at  our  disposal  a very  satisfactory 
diagnostic  aid  in  determining  whether  or  not 
a person  has  a ruptured  intervertebral  disc 
or  a cord  tumor  in  myelography.  As  everyone 
realizes  probably  in  the  hands  of  most  men, 
pantopaque  is  the  best  preparation  for  the  use 
of  myelography.  However,  it  should  not  be 
used  promiscuously  because  it  is  painful  to 
the  patient,  requires  hospitalization  and  some 
individuals  do  have  persistent  headaches  for 
several  days  after  the  myelogram  is  per- 


formed. It  has  been  the  practice  of  the  author 
to  only  do  myelogram  studies  on  cases  that 
he  felt  definitely  had  a ruptured  interverte- 
bral disc,  a cord  tumor  or  in  which  there  was 
a question  as  to  whether  or  not  the  patient 
might  have  an  atypical  ruptured  interverte- 
bral disc.  One  will  be  surprised  to  know  that 
less  than  five  per  cent  of  the  cases  of  back- 
ache actually  require  myelogram  studies. 

There  are  a number  of  men  who  frown 
upon  myelography  and  state  that  they  would 
rather  do  an  exploratory  operation  of  the 
back  to  determine  whether  or  not  a patient 
has  a disc  and  feel  that  the  uncertainties  of 
myelography  are  too  great  for  diagnostic 
acuity.  The  author  realizes  the  difference  of 
opinion,  however,  is  very  insistent  in  the 
hands  of  people  who  are  trained  in  the  use  of 
myelography,  that  the  diagnositic  acuity  runs 
approximately  90%.  It  not  only  shows 
whether  or  not  an  individual  has  a filling  de- 
fect but  also  shows  at  what  level  the  defect 
exists.  Strange  as  it  may  seem  one  cannot 
accurately  diagnose  the  level  of  the  ruptured 
disc  if  one  exists,  neurologically  because  of 
the  overlap  of  the  dermatone  segments.  In 
the  last  year  the  author  has  operated  four 
cases  that  had  negative  myelograms  but  be- 
cause of  their  clinical  symptoms  which  were 
characteristic,  were  explored  and  ruptured 
discs,  found,  however,  this  is  the  exception 
rather  than  the  rule  and  if  we  have  a test 
that  will  give  us  definite  diagnostic  informa- 
tion in  90%  of  the  cases,  it  certainly  ought  to 
be  a test  that  should  be  used  by  people  who 
are  trained  and  have  had  experience  in  this 
field. 

The  technique  of  myelography  of  course 
varies  with  different  institutions  and  different 
individuals  but  in  the  hands  of  the  author  the 
procedure  has  been  more  or  less  simplified 
and  standardized.  A small  pillow  is  placed 
anteriorly  at  the  level  of  the  anterior  superior 
spine  of  the  pelvis  so  as  to  remove  the  normal 
lumbar  lordosis.  The  patient  is  placed  face 
downward  on  the  flouroscopic  table  with  his 
feet  firmly  against  the  foot  board.  The  back 
is  then  carefully  washed  and  prepared  sur- 
gically. It  is  important  that  there  is  no  rota- 
tion of  the  pelvis  and  that  there  is  no  curva- 
ture of  the  spine.  The  patient  must  be  leveled 
off  very  carefully  before  any  attempt  at 
spinal  puncture  is  performed.  Wih  the  pa- 
tient in  this  position  under  novocaine  anes- 
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thesia,  the  interspace  between  the  third  and 
fourth  lumbar  spinous  processes  is  selected 
and  a 16  guage  spinal  needle  is  used.  It  has 
been  found  that  the  16  gauge  permits  the  more 
ready  withdrawal  of  the  pantopaque  at  the 
termination  of  the  examination  than  does  an 
18  or  20  gauge  needle.  It  is  necessary  to  have 
needles  3”,  3V2”  and  3%”  in  length.  Only  re- 
cently the  author  had  an  experience  with  one 
case,  a muscular,  well  built  individual,  that  a 
3 ¥2”  needle  was  not  able  to  successfully  enter 
the  dural  space  and  required  a 3%”  needle 
for  the  completion  of  the  myelogram  studies. 
Since  none  was  available,  one  had  to  be  spec- 
ially made  before  the  myelogram  could  be 
done  several  days  later.  Although  this  is  an 
uncommon  thing  it  must  be  kept  in  mind  and 
in  order  to  avoid  embarrassing  situations  it 
is  best  to  have  an  assortment  of  needles  of 
this  calibre.  Formerly  the  author  used  3 cc. 
of  pantopaque  but  with  encouragement  from 
other  men  we  have  now  gotten  to  the  point  of 
using  6 cc.  routinely  and  in  some  instances 
have  used  9 cc.  of  pantopaque  because  it  gives 
excellent  visualization  and  the  withdrawal 
is  just  as  easy  in  taking  9 cc.  out  as  in  taking 
3 cc.  out.  The  patient  is  then  tilted  head 
down  and  feet  down  and  the  neutral  canal  is 
examined  from  the  lower  dorsal  all  the  way. 
down  to  the  sacrum.  Careful  spot  films  are 
taken  during  the  fluoroscopic  examination  of 
each  interspace  in  both  anteroposterior  and 
lateral  oblique  views.  The  time  involved  in 
most  instances  is  about  twenty  to  thirty 
minutes.  At  the  termination  of  the  fluoro- 
scopic and  x-ray  studies,  the  pool  of  panto- 
paque is  localized  under  the  needle  and  with 
careful  aspiration  with  a syringe  in  most  in- 
stances all  of  the  oil  has  been  removed.  In 
some  instances  because  of  some  technical  dif- 
ficulties that  do  arise,  it  is  impossible  to  get 
the  oil  out  but  if  some  is  left  behind  it  is 
found  not  to  be  harmful  and  will  become  ab- 
sorbed in  a period  of  about  twelve  to  eighteen 
months  thereafter  without  ill  effects. 

DIAGNOSIS 

The  diagnosis  of  low  backache  can  be  made 
very  accurately  if  one  simply  follows  the 
routine  as  mentioned  above.  It  is  not  intended 
by  the  author  that  the  procedure  is  100%  ac- 
curate but  it  certainly  gives  us  the  tools  from 
which  an  accurate  diagnosis  can  be  made  in  a 
very  high  percentage  of  cases.  No  one  can 
accurately  diagnose  the  etiological  cause  and 


successfuly  treat  every  case  of  backache  but 
if  one  is  able  to  cure  the  majority  of  them 
successfully  and  intelligently  we  have  accom- 
plished a great  deal. 

Sprains:  The  history  in  these  cases  is  an 
acute  sudden  onset  following  a definite 
episode  of  muscular  activity  or  trauma.  If 
seen  early  there  is  associated  limitation  of 
motion  with  muscle  spasm  with  or  without 
positive  low  back  tests.  The  x-rays  are  nega- 
tive. As  time  goes  on  these  cases  tend  to  get 
progressively  better  regardless  of  treatment. 

Episacral  lipomae:  Episacral  lipomae  give 
a history  of  progressive  backache  as  a rule  of 
a rather  mild  type  which  may  or  may  not  be 
associated  with  a defnite  history  of  trauma. 
On  palpation  one  can  feel  a definite  fatty 
tumor,  sometimes  the  size  of  an  olive  and 
sometimes  the  size  of  a grape  and  sometimes 
actually  the  size  of  a plum.  They  are  very 
tender  to  touch,  the  discomfort  is  well  local- 
ized, pressure  on  the  tumor  produces  the 
characteristic  pain  the  patient  has  been  com- 
plaining of  all  the  time  with  or  without  radia- 
tion into  the  leg.  This  acts  as  a trigger  point. 
As  a rule  there  are  no  muscular  changes,  the 
low  back  tests  are  entirely  negative  and  the 
x-rays  are  negative.  Injection  of  the  tumor 
with  novocaine  and  complete  disappearance 
of  symptoms  of  course  clinch  the  diagnosis. 

Congenital  malformations:  In  this  group  of 
cases  we  find  the  age  group  being,  between 
20  and  30  years  of  age,  the  discomfort  gets 
progressively  worse  as  time  goes  on,  is  def- 
initely associated  with  muscular  activity  and 
physical  exercise  and  the  patient  usually  feels 
good  the  first  thing  in  the  morning  when 
arising  and  feels  worse  after  the  muscular 
activity.  There  may  or  may  not  be  various 
findings  of  the  low  back  as  far  as  the  muscles 
and  low  back  tests  are  concerned  depending 
on  the  intensity  of  the  trauma  and  the  degree 
of  the  congenital  malformation.  The  x-rays 
of  course  will  reveal  the  congenital  malforma- 
tion if  they  are  of  good  detail. 

Osteoarthritis:  In  contradistinction  to  con- 
genital malformations,  osteoarthritis  usually 
occurs  in  people  of  advanced  age.  They  are 
usually  obese  individuals  who  are  not  of  the 
athletic  type  and  they  feel  worse  the  first 
thing  in  the  morning  and  as  the  day  goes  on 
and  activity  takes  place  their  backache  seems 
to  become  less  noticeable.  The  back  findings 
may  or  may  not  be  of  any  great  severity.  As 
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a rule  they  are  mild  in  type  giving  a one  plus 
Lasegue,  Kernig  or  lumbosacral  test  and  they 
may  have  a mild  amount  of  limitation  of 
motion  in  the  various  directions.  Other 
manifestations  of  arthritis  are  found  else- 
where in  the  body  and  the  x-rays  definitely 
show  the  marked  sclerotic  margins,  the  over- 
growth of  bone  making  osteophytes  with  or 
without  degenerative  changes  in  the  corres- 
ponding intervertebral  disc  spaces. 

Aggravation  of  pre-existing  conditions:  If 
a patient  has  been  known  to  have  spondylo- 
listhesis, spina  bifida,  sacralization  of  the 
transverse  processes  or  one  of  the  other  num- 
erous congenital  malformations  for  a consid- 
erable period  of  time  and  then  sustains  un- 
usual stress  or  strain  or  accident  to  the  lower 
back  and  a condition  which  has  been  more  or 
less  quiescent  becomes  very  active  and  acute, 
then  it  is  fair  to  assume  that  an  aggravation 
has  existed.  If  the  x-rays  definitely  show  a 
shifting  of  a vertebral  body  or  a breaking  off 
of  an  osteoarthritic  osteophyte  with  compar- 
able films  taken  sometime  prior  to  the  onset 
of  the  aggravation  then  it  is  fair  to  assume 
that  the  trauma  actually  did  produce  aggra- 
vation of  a pre-existing  condition.  There  are 
always  associated  manifestations  of  muscle 
spasm,  changes  of  position,  or  positive  low 
back  tests. 

Hernialion  of  an  intervertebral  disc:  Here 
we  have  a condition  that  not  only  gives  back 
pain  and  findings  but  also  gives  neurological 
changes.  A few  words  should  be  said  in  re- 
view of  the  reflex  arc.  Everyone  knows  that 
there  is  a sensory  neurone  that  runs  from  the 
skin  to  the  posterior  horn  of  the  spinal  cord 
and  then  there  is  an  intermediary  neurone 
that  goes  to  the  anterior  horn  of  the  spinal 
cord  and  from  the  anterior  horn  runs  a motor 
neurone  to  the  muscle  of  the  extremity.  The 
sciatic  nerve  being  a mixed  nerve  has  both 
motor  and  sensory  neurones.  If  there  is  pres- 
sure on  this  nerve  there  is  bound  to  be  def- 
inite objective  findings  in  additon  to  the 
subjective  complaints  of  pain  and  discomfort 
by  the  patient.  Pressure  first  produces  a de- 
creased conductivity  in  the  sensory  neurones 
so  that  sensation  is  not  as  acute  as  normal 
and  if  the  pressure  continues  for  a long  period 
of  time,  actual  destruction  of  the  neurone 
occurs  and  anesthesia  occurs  following  that 
dermatone  pattern.  At  the  same  time  if  one 
taps  the  heel  cord,  a reflex  is  set  up  and  if 


there  has  been  a decrease  in  the  sensation, 
the  transmission  of  this  impulse  across  the 
reflex  arc  and  back  along  the  motor  neurone 
is  impaired  and  therefore  there  is  a decrease 
in  the  reflex  activity  of  the  tendon  of  Achilles 
reflex.  This  is  a very  definite  diagnostic,  ob- 
jective finding.  If,  in  addition,  the  condition 
has  persisted  for  some  time  not  only  do  the 
senory  changes  occur  but  also  motor  changes 
occur  in  the  sciatic  nerve.  The  impluses  that 
go  to  the  muscles  are  slowly  decreased  and 
may  ultimately  become  completely  abolished 
so  that  there  is  a gradual  interference  with 
the  normal  neurological  stimulation  to  the 
muscle  and  it  gradually  undergoes  atrophy. 
In  addition,  because  of  pain  and  discomfort 
to  the  patient,  he  refrains  from  using  this  leg 
as  much  as  the  opposite  leg  which  is  normal 
and  for  this  reason  atrophy  occurs  which  is 
a very  definite  diagnostic  objective  finding. 
We  therefore  find  ourselves  with  the  classical 
triad  — 1.  Hypesthesia  or  anesthesia  that 
follows  a definite  nerve  root  pattern.  2.  A de- 
crease or  absence  of  the  Achilles  reflex.  3. 
Atrophy  of  the  muscles  of  the  effected  ex- 
tremity. All  of  these  symptoms  may  or  may 
may  not  occur  at  the  same  time  but  in  a class- 
ical disc  they  are  almost  always  present. 
Careful  studies  will  sometimes  reveal  a slight 
decrease  in  one  while  the  other  findings  are 
very  positive.  Experience  and  diagnostic 
acuity  help  to  bring  out  these  findings  when 
they  are  not  clear  as  a classical  textbook  pat- 
tern would  indicate. 

The  history  of  these  cases  is  that  they 
occur  in  young,  healthy  athletic  individuals 
who  are  doing  heavy  physical  work,  that  the 
onset  as  a rule  has  been  sudden  with  backache 
with  or  without  radiation  into  the  leg,  and 
subsequently,  sometimes  the  next  day  and 
sometimes  several  weeks  later,  a feeling  of 
numbness  occurs  in  the  leg  associated  with 
the  symptom  of  sciatic  nerve  root  radiation. 
The  patient  has  limitation  of  back  motions, 
with  or  without  muscle  spasm  and  has  very 
positive  low  back  findings  such  as  a four  or 
three  plus  Lasegue,  Kernig  and  lumbosacral 
tests.  The  x-rays  may  or  may  not  show  some 
narrowing  of  the  intervertebral  disc  space. 
In  early  cases  no  narrowing  is  seen  and  only 
in  late  cases  is  there  actually  a change  in 
height  of  the  intervertebral  disc  space  noted. 
Myelography  as  stated  above  is  positive  in 
about  90%  of  these  cases  and  '■hould  be  done 
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in  the  cases  where  diagnosis  is  anticipated 
for  the  reasons  mentioned  above.  It  is  well  to 
refresh  our  recollection  and  realize  that  hern- 
iation of  an  intervertebral  disc  is  by  far  the 
least  common  of  all  causes  of  low  backache. 

TREATMENT: 

Sprains:  We  must  once  more  have  a com- 
mon ground  of  understanding  as  to  what  the 
pathology  is  when  a sprain  occurs  to  the  back. 
It  is  actually  a tearing  and  disruption  of  the 
ligaments  of  fascial  or  muscle  fibers  in  the 
area  where  the  sprain  has  taken  place.  Sub- 
sequent to  this  tearing  there  is  always  a cer- 
tain amount  of  hemorrhage  with  subsequent 
edema.  Now  if  there  has  actually  been  a des- 
truction and  tearing  of  the  tissues,  it  seems 
logical  that  what  this  patient  needs  then  is 
rest  and  immobilization  in  order  to  let  these 
structures  heal  and  for  this  reason  increased 
activity,  massage,  manipulation  are  contra- 
indicated. It  is  also  to  be  suggested  that  heat 
in  the  form  of  diathermy,  infra  red  or  local 
heat  pad  should  be  avoided  in  the  acute  stages 
as  this  produces  more  bleeding,  and  more 
edema  with  throbbing  in  the  area.  If  any- 
thing cold  applications  should  be  applied  or 
no  applications  whatsoever.  In  the  immobil- 
ization of  the  back  adhesive  strappings  are 
not  too  successful  as  they  become  loosened 
after  a few  hours  and  invariably  if  kept  on 
long  enough  produce  skin  eruptions.  For  this 
reason  the  author  feels  that  the  torso  cast  is 
probably  the  most  efficient  of  all  forms  of 
immobilization  of  the  back.  This  permits  a 
patient  to  be  up  and  about  and  carry  on 
average  activity  but  keeps  the  lumbar  spine 
and  pelvis  quite  well  immobilized.  This  is 
kept  on  for  a period  of  about  4-6  weeks  and 
then  is  removed  and  depending  on  the  phys- 
ical findings  and  the  state  of  well-being  of  the 
patient,  other  activities  can  be  undertaken  at 
this  time  such  as  physical  therapy  in  the  form 
of  heat  and  massage  and  graduated  exercises. 

Episacral  lipomae:  If  an  episacral  lipoma 
exists,  it  has  been  found  that  for  some  un- 
known and  unexplained  reason,  the  sym- 
ptoms completely  disappear  in  some  of  these 
cases  after  one  or  two  injections  of  novocaine 
and  remain  permanently  quiescent.  However, 
if  the  patient  is  relieved  by  injection  of  novo- 
caine and  after  the  effects  have  worn  off,  the 
pain  recurs,  the  episacral  lipoma  should  be 
removed  surgically.  It  is  surprising  for  those 
who  have  never  removed  an  episacral  lipoma 


before  at  the  depth  at  which  they  are  found. 
They  are  always  in  direct  connection  with 
the  sacro-iliac  joint  and  have  a pedicle  that 
goes  down  to  the  joint.  It  is  a well  encap- 
sulated fatty  tumor  and  this  must  be  care- 
fully removed  and  the  bleeding  of  the  soft 
tissues  stopped  very  carefully  otherwise  a 
hematoma  forms  in  the  area  where  the  tumor 
has  been  removed.  The  results  in  these  cases 
when  accurately  diagnosed  are  truely  miracu- 
lous. 

Congenital  malformations:  When  congen- 
ital malformations  exist,  the  treatment  de- 
pends on  the  severity  of  the  malformation 
and  the  intensity  of  the  symptoms.  If  a pa- 
tient has  a spondylolisthesis  or  a spina  bifida 
or  sacralization  of  the  transverse  process  or 
one  of  the  other  congenital  malformations 
that  does  not  give  many  symptoms  unless  the 
patient  undergoes  strenuous  physical  activity, 
conservative  management  works  very  satis- 
factorily. The  patient  is  instructed  not  to  do 
violent  physical  exercises,  is  to  avoid  ath- 
letics, sleep  with  bed  boards  between  the 
mattress  and  springs  at  night  and  probably 
can  go  through  life  with  only  minor  aches 
and  pains.  On  the  other  hand  if  an  individual 
has  a very  active  life,  must  do  a lot  of  phys- 
ical exertion  and  considerable  lifting  and 
stooping  or  if  the  malformation  is  of  a high 
grade,  this  patient  definitely  will  require  a 
spinal  fusion  for  fixation  of  the  lower  lumbar 
spine  so  as  to  eliminate  the  source  of  his  back- 
ache and  constant  irritation. 

There  are  many  forms  of  spinal  fusions  well 
known  to  all  orthopedic  surgeons  and  beyond 
the  scope  of  this  paper  to  go  into  detail,  but 
a firm  mass  of  bone  can  be  attained  by  suc- 
cessful bone  grafting  of  the  involved  vertebra 
and  fixation  to  the  sacrum.  Postoperatively 
these  cases  require  protection  for  a period  of 
about  six  to  eight  months  until  the  graft  be- 
comes solidified.  One  must  remember,  how- 
ever, that  the  greater  the  distance  of  the 
fusion,  the  more  vertebrae  involved,  the 
higher  is  the  percentage  of  pseudoarthrosis 
so  it  behooves  one  to  only  fuse  the  area  that 
has  the  immediate  pathology.  Long  fusions 
are  very  frequently  unnecessary  and  add  ad- 
ditional complications.  The  incidence  of  pseu- 
doarthrosis is  higher  than  most  people  would 
anticipate.  Statistical  studies  run  from  20  to 
45%  but  it  has  been  the  experience  of  the 
author  that  the  incidence  in  the  hands  of  com- 
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petent  men  is  probably  somewhere  in  the 
vicinity  of  20%  or  perhaps  even  less. 

Osteoarthritis:  The  treatment  in  osteoarth- 
ritis is  well  known  by  everyone  and  is  not  too 
successful  in  most  instances.  With  the  advent 
of  Cortisone  and  ACTH  one  has  an  additional 
form  of  medication  to  treat  osteoarthritis  but 
one  should  not  plan  on  miraculous  cures.  Re- 
duction of  overweight,  avoidance  of  heavy 
stresses  and  strains,  and  removal  of  foci  of  in- 
fection, local  heat  and  massage  and  the  use  of 
Salicylates  in  conjunction  with,  or  without 
the  use  of  Streptococcus  Arthritic  Vaccine, 
runs  the  gamut  of  the  treatment.  Some  of 
these  people  feel  remarkably  better  in  warm 
dry  climates  than  they  do  in  cold  moist 
climates.  This  of  course  is  an  individual  fac- 
tor both  from  the  personal  feeling  of  the 
patient  and  his  economical  status. 

Aggravation  of  a pre-existing  condition:  In 
this  catagory  the  treatment  of  the  individual 
case  depends  on  just  what  the  underlying 
original  pathology  may  have  been.  The  only 
point  that  the  author  wishes  to  discuss  in  this 
conjection  is  whether  or  not  the  aggravation 
is  the  reversible  or  irreversible  aggravation 
of  a pre-existing  condition.  As  stated  pre- 
viously in  many  states  the  aggravation  of  a 
pre-existing  condition  is  a compensable  in- 
jury. It  is  therefore  very  important  to  de- 
termine whether  or  not  it  is  a temporary  or 
permanent  aggravation.  In  most  instances 
fortunately,  the  condition  is  reversible  and 
under  adequate  care  the  patient’s  state  of 
well-being  returns  to  the  same  status  that  it 
was  prior  to  the  injury  to  his  back.  This  is 
called  a reversible  condition  and  it  is  felt  by 
the  author  that  it  is  compensable  only  during 
the  time  that  the  aggravation  exists.  Once 
the  condition  reverts  to  the  same  status  that 
it  was  prior  to  the  accident,  compensation 
should  stop.  This  of  course  is  the  source  of  a 
great  deal  of  medical-legal  argumentation 
and  question. 

It  is  altogether  possible  in  some  cases  that 
a pre-existing  condition  can  be  aggravated  so 
that  it  becomes  irreversible.  It  never  returns 
to  its  former  status.  One  can  take  for  example 
a spondylolisthesis  which  after  an  injury 
actually  slips  forward  further  than  before 
and  clinical  symptoms  present  themselves 
v/hich  never  existed  before  and  no  matter 
what  is  done  it  is  a permanent  condition, 
therefore  one  is  confronted  with  an  irre- 


versible aggravation  of  a pre-existing  con- 
dition and  therefore  should  be  compensable 
on  an  entirely  different  basis  than  a rever- 
sible aggravation  which  is  only  on  a tempor- 
ary basis. 

Ruptured  intervertebral  disc:  Once  the 
diagnosis  is  definitely  established  as  to  the 
existence  of  a ruptured  intervertebral  disc 
with  clinical  manifestations,  the  author  feels 
that  this  definitely  requires  a surgical  correc- 
tion. Whether  the  operation  is  performed 
by  a neuro-surgeon  or  an  orthopedic  surgeon 
depends  on  the  locality  and  what  experience 
and  training  the  particular  surgeon  has  had 
in  this  condition.  Either  is  perfectly  com- 
petent to  treat  the  condition  if  their  funda- 
mental background  and  training  have  been 
adequate. 

The  actual  technique  of  removal  of  a disc 
need  not  be  gone  into  in  too  great  detail  in  a 
discussion  of  this  type  but  it  is  perfectly  pos- 
sible in  most  cases  to  remove  the  disc  without 
any  removal  of  bone  or  very  little  removal 
of  bone  or  the  lamina  by  removing  the  liga- 
mentum  flavum  and  going  through  the  inter- 
laminar space.  The  retraction  of  the  nerve 
root  and  the  dura  can  be  very  carefully  ob- 
tained and  hemestasis  is  possible  by  the  as- 
sistance of  a Fraser  aspirator  and  cotton 
plegettes.  In  some  cases  it  is  necessary  to  re- 
move part  of  the  lamina  in  order  to  gain 
better  visibility  but  it  has  been  quite  a con- 
siderable period  of  time  since  the  author  has 
found  it  necessary  to  do  a laminectomy  for 
the  exploration  of  a ruptured  disc. 

There  is  considerable  difference  of  opinion 
among  surgeons  as  to  whether  or  not  an  as- 
sociated spinal  fusion  should  be  done  when 
operation  for  ruptured  disc  is  performed.  It 
is  the  author’s  personal  belief  that  if  a well 
localized  disc  that  is  herniated  is  found  and  a 
nerve  root  is  liberated  from  being  impinged 
and  there  has  been  very  little  if  any  bone  re- 
moved and  radiographically  the  patient  does 
not  show  evidence  of  an  unstable  back,  then 
the  simple  removal  of  the  disc  is  all  that  is 
necessary.  The  results  have  been  excellent 
in  those  cases  where  the  pathology  has  been 
clear  cut  and  no  bone  removed.  The  neuro- 
surgeons feel  that  no  fusion  should  ever  be 
performed  with  a ruptured  disc  and  there  are 
some  orthopedic  surgeons  who  feel  that  every 
disc  should  have  a spinal  fusion.  Certainly 
between  the  two  extremes  there  should  be  a 
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happy  medium.  It  is  felt  that  if  there  is  def- 
inite evidence  of  an  unstable  back  or  there  is 
an  underlying  structural  weakness  because  of 
congenital  malformations,  then  a spinal  fusion 
should  be  done  at  the  termination  of  removal 
of  the  disc.  Such  conditions  as  spondylolis- 
thesis, spina  bifida,  sacralization  of  a trans- 
verse process,  marked  osteoarthritis,  pro- 
nounced sclerosis  of  the  margins  of  the  ver- 
tebral bodies  in  contact  with  the  ruptured  disc 
or  where  a large  amount  of  bone  has  been  re- 
moved in  order  to  explore  for  the  disc,  should 
have  an  associated  spinal  fusion.  In  the 
author’s  practice  less  than  25'/c  of  the  cases 
done  over  the  last  four  years  have  required 
fusion.  The  additional  surgery  of  a spinal 
fusion  contributes  a great  deal  to  the  trauma, 
pain  and  convalescence  of  these  cases.  A 
given  case  with  a simple  removal  of  a disc 
without  any  fusion  in  some  cases  can  be  re- 
habilitated within  three  to  six  weeks  from  the 
time  of  surgery,  while  a fusion  requires  at 
least  six  to  eight  months  to  solidify  and  there- 
fore has  a much  more  prolonged  disability  for 
a patient  and  should  not  be  done  as  a surgical 
procedure  with  the  idea  that  it  is  of  little  risk 
or  danger.  It  contributes  a definite  risk  and 
danger  to  the  patient,  is  much  more  painful 
and  as  stated  above  it  prolongs  the  disability. 

Fibromyosciies:  There  is  a definite  group 
of  cases,  small  in  percentage,  where  there  is  a 
loss  of  elasticity  of  the  muscle  tissues  of  the 
back,  usually  from  prolonged  immobilization, 
which  fall  into  the  catagory  of  fibromyoscites. 
This  particular  group  very  frequently  lends 
itself  well  to  manipulation  sometimes  under 
light  anesthesia  in  order  to  break  up  the  fibro- 
myoscites and  produce  a more  moveable  back. 
This  is  followed  up  by  intensive  physiother- 
apy in  the  form  of  heat,  massage  and  gradu- 
ated exercises.  These  are  the  particular  type 
of  cases  in  which  manipulates  performed  by 
chiropractors  frequently  produce  spectacular 
results  while  the  general  practitioner  and  the 
specialist  with  an  M.D.  degree  have  been  un- 
successful in  curing  the  patient  of  his  sym- 
ptoms. Everyone  must  recognize  the  fact  that 
accurate  diagnosis  is  necessary.  If  one  in- 
advertently should  manipulate  a back  that 
has  a ruptured  disc  or  a cord  tumor  or  a 
spondylolisthesis,  the  results  might  be  very 
unhappy. 

REHABILITATION 

There  is  no  question  but  what  physical 


therapy  given  by  a competent  physiotherapist 
is  very  beneficial  in  the  convalescent  care  of 
backache.  Heat,  massage  and  graduated  ex- 
ercises done  intelligently  will  do  a great  deal 
to  improve  the  muscle  tone  and  amplitude  of 
motions  of  the  back  and  will  enable  the  pa- 
tient to  return  to  a gainful  occupation  at  a 
much  earlier  period  than  would  occur  other- 
wise. 

Both  the  general  practitioners  and  the  in- 
dustries must  recognize  the  fact  that  a man 
who  has  a backache  requires  subsequent  med- 
ical care,  is  not  going  to  suddenly  be  able  to 
return  to  his  former  type  of  unlimited  activ- 
ity requiring  heavy  lifting  and  muscle  ex- 
ercises without  a period  of  graduated  rehabil- 
itation. It  is  well  recognized  by  all  athletic 
trainers  and  horse  trainers  that  graduated 
activities  are  necessary  to  get  the  muscle  tone 
in  good  shape  for  either  an  athlete  or  a horse 
engaged  in  racing.  Therefore  it  would  be 
most  beneficial  if  the  people  who  are  recover- 
ing from  backaches  would  be  judiciously 
guided  in  their  period  of  rehabilitation  so  that 
they  will  not  try  to  do  too  much  too  soon.  A 
suggested  pattern  of  job  rehabilitation  might 
be  divided  into  the  following  groups.  1.  Light 
work  part  time.  2.  Light  work  full  time.  3. 
Heavy  work  part  time.  4.  Heavy  work  full 
time.  This  rehabilitation  program  could  be 
terminated  when  the  patient  has  reached  the 
period  of  rehabilitation  that  places  him  in  his 
former  catagory  of  good  health. 

CONCLUSION 

To  recapitulate  what  has  already  been  said, 
the  following  are  most  important: 

1.  An  early  accurate  diagnosis. 

2.  Competent  conservative  medical  care. 

3.  Sufficient  study  of  the  history,  patient  x-ray 
findings  to  permit  an  accurate  diagnosis  to  be 
attained. 

4.  Adequate  treatment. 

5.  A rehabilitation  program  from  the  time  the 
patient  is  discharged  from  further  medical  care 
until  the  time  he  is  able  to  return  to  his 
former  full  unlimited  activities. 

SUMMARY 

It  can  be  safely  stated  without  much  question 
of  contradiction  that  backache  is  a major  problem 
for  the  general  practitioner,  the  industrial  surgeon, 
the  orthopedic  surgeon  and  the  neurosurgeon  and 
that  each  and  every  one  in  this  group  has  his  own 
definite  problems  in  the  curing  of  this  particular 
group  of  patients.  No  one  has  a 100%  cure  and  no 
one  comes  out  with  the  correct  diagnosis  and  treat- 
ment in  every  case,  however,  by  judicious  in- 
telligent understanding  of  the  problem,  the  patient 
will  in  the  final  analysis  obtain  better  medical  care. 
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X-Ray  Analysis  of  the  Pelvis 

By  Barnard  S.  Kalayjian,  M.D..  Detroit,  Mich. 


The  objectives  of  roentgen  study  of  the 
pelvis  during  pregnancy  should  be  more  than 
determination  of  fetal  position  and  the  ap- 
proximate size  of  the  pelvic  inlet.  Not  so 
many  years  ago,  a writer  in  radiological  litera- 
ture stated  his  belief  that  a single  eight  by 
ten  inch  film  of  the  pelvic  inlet  was  sufficient 
for  obstetrical  prognosis.  Experience  in  the 
past  ten  to  fifteen  years  has  proven  the 
fallacy  of  such  misinformation. 

Even  accurate  measurements  of  three 
planes  in  the  pelvis  i.e.,  inlet,  mid-pelvis 
and  outlet  — are  not  enough.  Many  radiolo- 
gists feel  that  too  much  emphasis  has  been 
placed  on  pelvic  measurements  and  not 
enough  on  pelvic  type,  fetal  size  and  presen- 
tation, size,  shape  and  inclination  of  sacrum, 
shape  of  sub-pubic  arch,  vertical  height  of 
pelvis,  position  of  placenta,  age  of  mother, 
presence  of  obesity  and  other  factors.  While 
the  sum  total  of  information  obtainable  from 
thorough  roentgen  study  of  the  pelvis  late  in 
pregnancy,  properly  correllated  with  the 
clinical  data,  can  give  the  obstetrician  a good 
guide  to  follow,  the  final  decision  as  to 
method  of  delivery  must  be  made  by  him.  The 
purpose  of  this  presentation  is  to  bring  to 
your  attention  the  amount  of  information 
which  may  be  obtained  from  careful  roentgen 
study  of  the  pelvis  and  fetus  and  some  statis- 
tical data  of  our  results  in  the  past  three 
years. 

Most  recent  writers  on  this  subject  use  the 
classification  of  pelvic  types  described  by 
Caldwell  and  Moloy^  nearly  twenty  years 
ago.  In  this  system  there  are  four  basic  types: 
gynecoid,  anthropoid,  android  and  platypel- 
loid. 

The  gynecoid,  or  typically  female  pelvis, 
has  a rounded  smoothly  curved  inlet  in  which 
the  greatest  transverse  diameter  exceeds  the 
congugate.  The  ilia  flare  outward  and  are 
rounded.  The  subpubic  arch  has  slender 


* Read  before  the  South  Dakota  Medical  Associa- 
tion, at  Aberdeen,  S.  D.  June  1951. 


slightly  curved  margins  and  the  depth  or  ver- 
tical height  of  the  pelvis  is  moderate. 

The  anthropoid,  or  ape-like,  pelvis  usually 
has  an  oval  smoothly  curved  inlet  in  which 
the  congugate  diameter  exceeds  the  greatest 
transverse.  The  flare  of  the  ilia  is  less  pro- 
nounced though  they  have  a rounded  contour. 
The  subpubic  arch  is  often  somewhat  narrow 
though  its  margins  are  smooth  and  the  ver- 
tical height  or  depth  of  the  pelvis  is  average 
or  less. 

The  android,  or  male-like,  pelvis  has  a 
triangular  or  heart  shaped  inlet  with  rather 
straight  sides  and  narrowing  of  the  fore- 
pelvis. The  relationship  of  greatest  trans- 
verse diameter  to  congugate  is  often  similar 
to  that  of  the  gynecoid  type,  but  the  greatest 
transverse  diameter  is  usually  found  well 
back  close  to  the  sacrum  producing  a very 
shallow  hind-pelvis.  The  pelvic  bones  are 
heavy.  The  ilia  do  not  flare  as  much  and  often 
have  rather  straight  upper  margins.  The  sub- 
pubic arch  is  narrow  with  straight  heavy 
margins  and  the  vertical  height  or  depth  of 
the  pelvis  is  increased. 

The  platypelloid,  or  true  flat,  pelvis  usually 
has  an  oval  smoothly  curved  inlet  in  which 
the  greatest  transverse  diameter  greatly  ex- 
ceeds the  congugate.  The  ilia  flare  widely 
with  rounded  upper  margins.  The  subpubic 
arch  is  wide  and  the  margins  are  average 
thickness  and  usually  slightly  curved.  The 
vertical  height  or  depth  of  the  pelvis  is 
average  or  less. 

There  are  eight  or  more  intermediate  types 
which  exhibit  some  characteristics  from  one 
or  more  of  the  parent  types.  The  anthropoid 
with  gynecoid  tendency,  or  anthropo-gyne- 
coid  with  narrow  forepelvis;  the  gynecoid 
with  anthropoid  tendency  or  gyneco-anthro- 
poid  (similar  to  anthropo-gynecoid);  the  gyne- 
coid mixed  with  flat  tendency,  or  gynecoid 
flat;  the  android  with  anthropoid  tendency  or 
andro-anthropoid;  the  android  mixed  with 
flat  tendency  or  android  flat;  the  android 
mixed  with  gynecoid  tendency  or  andro-gyne- 
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coid  and  the  asymmetrical  type.  Actually,  in 
our  experience,  the  most  common  types  were 
the  gynecoid,  anthropogynecoid,  androgyne- 
coid,  gynecoid  flat,  anthropoid,  android  and 
platypelloid  in  that  order  of  frequency,  and 
the  others  were  very  rare. 

Much  can  be  learned  about  pelvic  type 
simply  by  studying  the  patient.  Swenson  and 
Moloy2  found  that  by  observing  the  patient 
unclothed  and  facing  away  from  the  observer, 
three  of  the  four  main  types  could  usually  be 
found.  The  gynecoid  type  has  average  shoul- 
der width,  a narrow  waist,,  broad  hips  and 
well  curved  legs.  The  anthropoid  type  has 
broad  shoulders,  narrow  hips,  a long  torso  and 
straight  legs.  The  android  type  has  a square 
torso  posteriorly,  a thick  waist,  straight  thick 
legs  and  tendency  to  obesity. 

While  a full  inlet  view  of  the  pelvis  is 
needed  for  absolute  determination  of  type, 
much  can  be  learned  from  ordinary  antero- 
posterior and  lateral  x-ray  studies.  In  order 
to  get  a true  inlet  view,  it  is  necessary  to  place 
the  patient  in  a semi-sitting  position  so  that 
the  plane  of  the  inlet  will  be  parallel  to  the 
film.  This  means  that  the  central  ray  will 
pass  through  much  of  the  fetus  which  will 
overlie  the  inlet  in  this  position,  as  well  as 
more  of  the  mother’s  abdominal  content.  The 
detail  obtainable  is  never  as  good  as  with 
standard  exposures  and  the  fetus  receives 
far  more  radiation.  For  these  reasons,  we  pre- 
fer the  straight  antero-posterior  view  made 
with  the  patient  horizontal  even  though  there 
may  be  some  apparent  inlet  distortion. 

Careful  study  of  the  lateral  view  and  a gen- 
eral study  of  the  overall  bony  architecture 
will  tell  what  type  of  pelvis  you  have  be- 
fore you.  The  sacro-sciatic  notch  is  important 
and  revealing.  In  the  anthropoid  type,  it  will 
be  broad,  shallow  and  have  a smoothly 
rounded  apex.  In  the  gynecoid  type,  it  will  be 
less  broad,  deeper  and  rounded  at  the  apex. 
In  the  android  type,  it  will  be  narrow,  deep, 
have  straight  sides  and  be  less  rounded  at 
the  apex.  In  the  platypelloid  type,  the  notch 
is  similar  to  the  gynecoid  but  of  smaller  di- 
mensions. The  point  on  the  illiopectineal  line 
immediately  above  the  apex  of  the  notch 
usually  marks  the  site  of  the  greatest  trans- 
verse diameter  of  the  inlet.  In  the  anthropoid, 
this  will  be  well  forward;  in  the  gynecoid, 
slightly  nearer  the  sacrum;  in  the  android, 
very  close  to  the  sacrum  and  in  the  platypel- 


loid, similar  to  the  gynecoid.  The  position  of 
this  diameter  is  of  importance  since  it  tells 
how  much  room  there  is  in  the  hind  pelvis 
and  has  much  to  do  with  type  of  engagement. 

The  ischial  spines  should  also  be  studied  in 
the  lateral  view.  In  the  anthropoid,  they  will 
be  small  and  sharply  pointed;  in  the  gynecoid, 
round  and  moderately  prominent;  in  the  and- 
roid, large  and  rough  and  in  the  platypelloid 
similar  to  gynecoid  though  usually  smaller. 
The  vertical  height,  or  depth,  of  the  pelvis 
can  usually  best  be  determined  on  the  lateral 
view  as  the  distance  from  the  lower  margin 
of  the  ischial  tuberosities  to  the  upper  margin 
of  the  symphysis  pubis. 

The  lateral  view  is  important  in  the  study 
of  the  sacrum.  It  is  my  conviction  that  the 
size,  shape,  inclination  and  position  of  the 
sacrum  in  relationship  to  the  iliac  bones  prob- 
ably has  more  to  do  with  obstetrical  capacity 
of  a pelvis  than  any  other  single  factor.  The 
sacrum  usually  has  a moderately  smooth  con- 
cave anterior  surface.  It  is  normally  com- 
posed of  five  fused  segments  and  inclined  at 
an  angle  of  one  hundred  thirty  to  one  hun- 
dred forty  degrees  with  the  long  axis  of  the 
spine.  The  sacrum  may  be  partially  flattened, 
completely  flattened,  have  a reverse  curva- 
ture or  present  a double  promontory.  It  may 
be  short  or  unusually  long  with  six  or  even 
seven  segments.  It  may  be  inclined  more 
nearly  to  the  vertical  or  almost  horizontally. 
It  may  be  placed  well  back  or  well  forward 
in  relationship  to  the  iliac  crests. 

It  is  well  to  remember  that  these  variations 
of  the  sacrum  are  far  more  common  in  the 
android  and  anthropoid  types  and  the  varia- 
tions of  the  gynecoid  which  derive  some 
characteristics  from  these  other  two.  A poorly 
formed  or  inclined  sacrum  may  make  the  dif- 
ference between  normal  and  operative  de- 
livery no  matter  what  the  measurements. 

After  obtaining  all  the  information  one  can 
from  the  overall  study,  one  may  proceed  to 
the  measurements.  Personally,  I have  no  ob- 
jection to  any  system  of  measurement  of  the 
internal  diameters  which  is  sufficiently  ac- 
curate for  daily  use.  It  is  more  important  that 
the  physician  become  expert  with  a given 
method  than  that  he  choose  one  method  over 
another.  Quality  of  films  obtained  is  of  great 
importance  and  my  technicians  are  frequently 
told  that  the  films  cannot  be  “too  good.”  Re- 
finements in  technic  will  be  discussed  later. 
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Vv  e use  the  method  of  measurement  devised 
by  Snow.  We  take  a direct  antero-posterior 
view  of  the  whole  pelvis  and  a direct  lateral 
view  to  include  all  of  the  sacrum,  the  ischial 
tuberosities  and  some  of  the  lower  lumbar 
vertebrae.  All  measurements  are  made  direc- 
tly from  the  films,  so  one  does  not  depend  on 
measurements  made  on  the  patient  by  the 
technician.  The  calculations  are  all  made  by 
triangulation  methods  and  are  readily  obtain- 
able by  use  of  a slide  rule  calculator.  In  the 
anterior  projection,  the  points  of  the  greatest 
transverse  diameter  of  the  inlet,  the  inter- 
spinous  diameter  and  the  intertuberous  dia- 
meter are  marked  off  and  measured.  In  the 
lateral  projection,  the  congugate  of  the  inlet, 
the  congugate  of  the  midpelvis,  the  posterior 
saggital  and  the  anterior  saggital  are  marked 
out  and  measured.  By  applying  proper  cor- 
rection factors  for  the  distortion  invariably 
present,  the  true  diameters  can  all  be  ob- 
tained. 

From  the  technical  standpoint,  we  routinely 
make  our  exposures  with  the  patient  lying 
horizontally  on  her  back  and  on  one  side  re- 
spectively. We  are  trying  some  with  the  pa- 
tient in  the  vertical  position,  but  are  not  yet 
fully  satisfied  that  there  is  any  real  advan- 
tage. 

The  greatest  advance  technically  in  pelvic 
roentgen  studies  has  been  the  recent  develop- 
ment of  apparatus  for  medical  use  capable  of 
operating  in  the  range  of  120  to  135  kilovolts 
at  200  milliamperes.  With  this  unit,  we  can 
use  forty  inch  target  film  distance  routinely, 
yet  keep  our  exposures  to  a maximum  of  two- 
fifths  of  a second  even  on  the  lateral  view  on 
the  thickest  patients.  The  rotating  target 
tube  at  this  distance  and  with  these  short  ex- 
posures produces  excellent  detail  and  great 
freedom  from  motion.  In  addition,  at  the 
higher  voltages,  there  is  a far  greater  range 
of  contrast  or  latitude  of  the  resulting  film 
and  one  is  able  to  clearly  demonstrate  bone 
details  without  losing  soft  tissue  shadows. 
The  films  do  not  look  “beautiful”  to  the  un- 
intiated,  but  they  are  far  more  diagnostic. 
We  have  some  cases  on  which  we  have  made 
two  examinations,  one  with  the  older  technic 
and  one  with  the  newer  technic.  The  differ- 
ence is  almost  invariably  striking.  Finally 
in  this  regard,  one  might  think  that  voltages 
that  high  would  produce  more  exposure  to  the 
mother  and  fetus  but  the  reverse  is  true.  The 


penetrating  power  is  so  great  that  the  actual 
dosage  received  per  exposure  is  much  re- 
duced and  one  may  safely  make  supplemental 
exposures  if  needed. 

In  addition  to  the  measurement  and  general 
study  films,  we  routinely  make  a “high  lat- 
eral” film  using  a somewhat  different  technic 
though  still  at  high  voltage.  That  film  is  pri- 
marily for  study  of  fetus  and  placenta.  In 
cases  of  breech  presentation,  we  also  make  a 
high  antero-posterior  film  for  better  study  of 
the  fetus,  particularly  the  head. 

In  addition  to  the  data  on  the  pelvis,  one 
must  know  as  much  about  the  fetus,  the  dura- 
tion of  pregnancy,  the  presentation  and  the 
location  of  the  placenta  as  is  possible  to  obtain 
by  roentgen  studies.  Our  three  large  routine 
films  will  usually  show  whether  there  is  a 
single  fetus  or  twins.  On  occasion  we  have 
had  to  take  special  views  if  the  examination 
was  made  early  in  pregnancy. 

In  head  presentations,  we  try  to  determine 
the  exact  type.  The  petrous  portions  of  the 
temporal  bones  usually  stand  out  well  and 
will  orient  one  immediately.  Brow  or  face 
presentations  may  be  somewhat  confusing. 
Breech  presentation  is  readily  determined. 
One  should  note  whether  it  is  a frank  breech, 
full  breech  or  footling.  Transverse  presenta- 
tion should  be  described  as  accurately  as  pos- 
sible. In  head  presentations,  the  stage  of 
engagement  and  any  molding  that  has  oc- 
curred are  recorded.  Abnormalities  of  the 
fetus,  such  as  hydrocephalus,  spina  bifida, 
anencephalus  and  others  are  always  noted. 

In  our  opinion,  determination  of  fetal  size 
depends  more  on  the  experience  of  the  radio- 
logist than  on  any  measurements  and  me- 
chanical calculations.  Dependence  on  fetal 
head  size  alone  is  not  enough.  High  voltage 
technic  again  exhibits  its  superiority  in  this 
regard.  In  the  high  lateral  film,  we  not  only 
get  good  visualization  of  the  fetal  bones,  but 
also  of  the  muscular  development  and  amount 
of  subcutaneous  fat  present  in  the  fetus.  If 
one  considers  the  size  of  the  fetal  bones,  the 
epiphyseal  development,  the  head  size  and 
amount  of  soft  tissue,  one  can,  after  viewing 
a few  thousand  pelvic  analysis  studies,  arrive 
at  a fairly  accurate  judgment  of  fetal  size. 
How  accurate  it  is  will  be  shown  later. 

Placental  localization  used  to  be  rather  dif- 
ficult and  called  for  special  technics  with  fil- 
tration, screening  of  the  fetus  and  mother,  etc. 
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Now  our  routine  high  lateral  film  made  at 
high  voltage  usually  shows  the  placenta  very 
well.  The  shades  of  contrast  present  make  it 
stand  out  from  the  fetus  and  surrounding  ma- 
ternal parts.  The  placenta  is  usually  attached 
to  the  uterine  wall  opposite  to  the  fetal  spine 
so  that  the  fetus  faces  it.  The  thickest  part 
of  the  placenta  should  be  at  or  above  the  mid- 
point of  the  uterus.  If  it  is  below  this  and  the 
lower  margin  cannot  be  delineated,  a mar- 
ginal previa  may  be  present.  If  the  placenta 
cannot  be  localized  on  routine  films,  special 
studies  should  be  made.  In  the  regular  films, 
one  may  often  get  a hint  of  a previa,  if  the 
head  is  pushed  up  and  to  one  side  of  the  inlet. 
In  the  lateral  view,  the  head  may  be  pushed 
anteriorly  or  posteriorly  away  from  the  inlet. 
Films  made  to  show  soft  tissue  particularly 
are  then  in  order.  If  the  placenta  is  still  not 
localized,  one  may  have  to  resort  to  injection 
of  air  or  contrast  media  into  the  bladder  and 
rectum.  In  head  presentations,  if  there  is  a 
previa,  a rather  thick  uniformly  dense  shadow 
will  appear  between  the  bladder  and  the  head. 
We  have  had  two  cases  recently  in  which  the 
placenta  was  well  localized  high  up,  but  a 
succenturate  lobe  extended  over  the  cervical 
os. 

All  that  has  been  discussed  so  far  leads  but 
to  one  conclusion  — what  obstetrical  prog- 
nosis can  be  given?  This  is,  of  course,  the 
most  difficult  part  of  all  if  the  obstetrician 
has  faith  in  the  radiologist  and  his  work,  and 
the  accuracy  of  the  prognosis  will  determine 
the  amount  of  faith.  In  the  generally  con- 
tracted pelvis  there  is  no  great  problem. 
When  there  is  true  disproportion,  from  this  or 
other  causes,  section  should  be  the  delivery 
method  of  choice.  With  modern  anesthesia, 
antibiotics  and  blood,  we  no  longer  fear  sec- 
tion, even  repeated  two,  three  or  four  times. 
Our  percentage  of  sections  is  probably  higher 
than  most  other  hospitals,  but  we  have  the 
lowest  maternal  mortality  in  this  country,  as 
well  as  very  low  fetal  mortality  and  mor- 
bidity. I am  convinced  that  many  children 
would  be  alive  today  and  many  other  sub- 
normal children  would  be  normal  if  they  had 
not  been  literally  dragged  through  a juxta 
minor  or  generally  contracted  pelvis.  I can- 
not forget  a colleague  of  mine  who  was  so 
proud  to  deliver  by  mid  to  high  forceps  an 
eight  pound,  six  ounce  baby  through  just 
such  a pelvis,  on  which  I had  urged  section. 


That  was  quite  a few  years  ago  and  the 
parents  are  getting  tired  of  the  cost  of  keep- 
ing that  feeble-minded  boy  in  an  institution. 

In  contrast,  the  relief  to  the  physician  and 
patient  when  you  can  demonstrate  a roomy 
adequate  pelvis  with  a normal  size  fetus  and 
can  anticipate  normal  delivery  with  effective 
labor,  is  very  great  indeed.  It  is  in  the  border- 
line cases  where  one  must  be  most  careful  in 
prognosis.  One  should  remember  that  the 
type  of  pelvis  is  often  more  important  than 
the  actual  measurements.  In  the  android,  or 
androgynecoid,  the  greatest  transverse  and 
congugate  diameters  of  the  inlet  may  be  the 
same  as  in  a gynecoid,  yet  one  will  be  a poor 
pelvis  for  delivery  while  the  other  is  good. 
Similarly,  all  the  measurements  may  be  with- 
in normal  range  and  the  fetus  not  unduly 
large,  but  a long  flat  sacrum  may  make  en- 
gagement of  the  head  and  descent  through 
the  pelvis  slow  and  possibly  dangerous  to  the 
child.  The  age  of  the  patient,  her  previous 
obstetrical  experiences,  and  her  general  phys- 
ical condition  may  have  great  bearing  on  some 
minor  variation  from  normal  noted  in  the 
roentgen  pelvic  analysis.  Particular  care  must 
be  taken  with  older  primiparas  and  our  sta- 
tistics will  show  a much  higher  percentage  of 
sections  among  those.  It  is,  therefore,  in  the 
final  analysis,  a matter  of  experience,  good 
judgment  and  cooperation  between  you  and 
your  radiologist  which  determines  the  value 
of  x-ray  pelvic  analysis  and  the  prognosis 
based  on  it. 

In  the  past  three  years  we  completed  1051 
pelvic  roentgen  studies.  Of  these,  I have  been 
able  to  follow  up  with  delivery  data  on  986 
cases.  Some  were  lost  or  unobtainable  for 
various  reasons.  Of  the  total,  640  cases,  or 
64.9^f,  delivered  normally;  59  or  6.1%  had 
mid  or  high  forceps;  and  287,  or  29%,  had  sec- 
tions. 

In  our  hospital  during  these  years  there 
were  12,790  deliveries.  It  is  obvious  then  that 
only  7.7%  of  these  had  pelvic  analysis.  Our 
number  of  sections  was  877,  or  6.8%,  of  all 
deliveries.  Many  hospital  staffs  boast  of  only 
two  to  three  per  cent  sections,  but  we  feel 
that  is  the  wrong  viewpoint.  If  we  subtract 
those  cases  studied  radiologically  from  the 
total,  we  obtain  a total  figure  of  11,804  de- 
liveries with  580  sections  for  a percentage  of 
4.8% , more  near  the  usual.  One  must  remem- 
ber that  the  percentage  of  sections  in  cases 
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rayed  will  always  run  quite  high,  if  the  work 
is  accurately  done,  as  these  are  the  problem 
cases. 

Another  way  of  looking  at  this  is  the  study 
of  the  number  of  live  births  and  stillbirths 
in  both  groups.  In  the  cases  studied  radiolog- 
ically,  and  followed,  there  were  1,002  babies 
(16  sets  of  twins)  and  16  stillborn  or  died  with- 
in forty-eight  hours,  or  1.59%.  In  the  cases 
not  studied,  there  were  11,924  babies  with  309 
stillborn  or  died  within  forty-eight  hours,  or 
2.58%’.  We  had  no  maternal  mortality  among 
cases  studied  and  only  three  maternal  deaths 
in  the  whole  group,  all  neglected  cases  before 
entry  in  our  hospital. 

The  distribution  of  pelvic  types  found  in 
our  studies  is,  as  follows: 

Table  1 

Gynecoid  731.-_-74.1% 

Anthropogynecoid 106 10.7% 

Androgynecoid  69 9.0% 

Gynecoid  Flat  35 3.5% 

Anthropoid  16 1.6% 

Android  6 0.7% 

Platypelloid 3 0.4% 

In  studying  the  relationship  of  pelvic  types 
to  type  of  delivery,  cases  were  classified  as 
abnormal  deliveries  if  by  mid  or  high  forceps 
or  were  sectioned.  Results  were,  as  follows: 

Table  2 

Gynecoid  — 731  cases. 

Normal  delivery  485 66.3%  of  group 

Abnormal  delivery  246 33.7% 

Anthropogynecoid  — 106  cases. 

Normal  delivery  84  .....79.2% 

Abnormal  delivery  22 20.8% 

Androgynecoid  — 89  cases. 

Normal  delivery  46 51.7% 

Abnormal  delivery  ....  43 48.3% 

Gynecoid  Flat  — 35  cases. 


■Normal  delivery  

12  .... 

-.34.3% 

Abnormal  delivery 

23..... 

..65.7% 

Anthropoid  — 16  cases. 

Normal  delivery  

11.... 

. 68.7% 

Abnormal  delivery 

5..... 

. 31.3% 

Android  — 6 cases. 

Normal  delivery  

L... 

..16.6% 

Abnormal  delivery  

5-... 

.83.4% 

Platypelloid- — 3 cases. 

Normal  delivery  

1..... 

..33.3% 

Abnormal  delivery 

2..... 

..66.7% 

The  number  of  cases  in  the  last  three  groups 
is  -too  small  to  be  of  statistical  significance, 
but  in  the  larger  groups  there  is  definite  in- 
dication that  the  androgynecoid  and  gynecoid 
flat  types  are  associated  with  increase  in  the 
number  of  abnormal  deliveries. 

To  evaluate  the  effects  of  flatness  of  the 
sacrum  on  delivery  results,  special  studies  of 
these  cases  were  made.  Of  the  986  cases  fol- 


lowed, 129,  or  13%,  showed  this  characteristic. 
The  results  are,  as  follows: 

Normal  delivery  66 51.1%  of  group 

Abnormal  delivery  63-...-48.9%  of  group 

This  would  seem  to  indicate  that  this 
characteristic  of  the  sacrum  is  associated  with 
a definite  increase  in  the  number  of  mid  for- 
cep  and  section  deliveries. 

The  age  distribution  of  the  986  cases  fol- 
lowed is, 

Table  3 

13  to  15  years  14 1.4% 

16  to  19  years  61 6.2% 

20  to  24  years  334..___.33.8% 

25  to  29  years  267...-..27.1% 

30  to  34  years  189.__.__19.1% 

35  to  39  years  93 9.4% 

40  to  44  years  29 3.0% 

Because  I felt  that  the  older  age  groups  de- 
served somewhat  more  attention,  I made  spec- 
ial studies  of  these.  The  results  are,  as  follows: 
Table  4 

30  to  34  years  group 189  cases. 

Primiparas  — 

Normal  deliveries  55 50.0% 

Mid  forceps  8 7.3% 

Sections  47 42.7% 

Multiparas  — 

Normal  deliveries  54 68.4% 

Mid  forceps  3 .....  3.8% 

Sections  22 27.8% 

Total  — 

Normal  deliveries  109 57.6% 

Mid  forceps  11 5.8% 

Sections  69 36.6% 

35  to  39  years  group 93  cases. 

Primiparas  — 

Normal  deliveries  20 37.7% 

Mid  forceps  4 7.5% 

Sections  29 54.8% 

Multiparas  — 

Normal  deliveries  27 67.0% 

Mid  forceps  1 2.5% 

Sections  12 30.5% 

Total  — 

Normal  deliveries  47 50.5% 

Mid  forceps  5 5.0% 

Sections  41 44.5% 

40  to  44  years  group  29  cases. 

Primiparas  - — 

Normal  deliveries  7 46.6% 

Mid  forceps  1 6.8% 

Sections  7 — 46.6% 

Multiparas  — 

Normal  deliveries  7.....  50.0% 

Sections  7....  50.0% 

Total  — 

Normal  deliveries  14  .....48.2% 

Mid  forceps  1 3.6% 

Sections  14 48.2% 

It  is  obvious  from  these  studies  that  as  the 
age  of  the  mother  goes  up  the  incidence  of 
abnormal  deliveries  goes  up,  particularly  if 
a primipara.  In  order  to  compare  results  in 
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these  older  age  groups  with  results  in  younger 
groups,  we  made  these  studies  with  the  fol- 
lowing findings: 

Table  5 

Total  of  groups  30  to  44  years — 311  patients 

Normal  deliveries  170 54.6% 

Mid  forceps  17 5.5% 

Sections  124 39.9% 

Total  of  groups  13  to  29  years — 675  patients 

Normal  deliveries  471 69.7% 

Mid  forceps  41 6.1% 

Sections  ..,.163 24.2% 

It  is  apparent  that  there  is  no  significant 
difference  in  the  number  of  mid  forceps  de- 
liveries but  there  is  a marked  increase  — 
65  — in  the  number  of  sections.  This,  we 

believe,  is  justified  and  represents  good  judg- 
ment in  handling  older  patients. 

The  accuracy  of  prognosis  of  delivery  re- 
sults from  x-ray  studies  is,  as  follows: 

Table  6 

X-ray  studies  predicted  normal  delivery 
522  cases 

Normal  deliveries  430 82.0% 

Mid  forceps  28 5.2% 

Sections  64 11.8% 

The  reasons  for  sections  in  those  predicted 
normal  were  studied: 

No  progress  after  reasonable 

trial  28 

Toxemia 4 

Poor  labor  and  fetal  distress  ...  5 

Previous  section  5 

Systemic  disease 4 

Older  primipara  8 

Miscellaneous  10 

X-ray  studies  predicted  slow  normal  or 
tight  fit  — 101  cases 

Normal  deliveries  74 73.8% 

Mid  forceps  10 9.9% 

Sections  17 16.3% 

X-ray  predicted  trial  of  labor  and  section 
if  ineffectual  — 193  cases 

Normal  deliveries  113 58.5% 

Mid  forceps  6 . ..  3.1% 

Sections  74  ..  38.2% 

X-ray  studies  indicated  section  advisable 
— 163  cases 

Normal  deliveries  20 12.3% 

Mid  forceps  9 5.3% 

Destructive  operation  on 

fetus  1 0.8% 

Sections  133 81.6% 

In  addition  there  were  two  small  groups. 
One  group  of  fourteen  in  which  x-ray  studies 
predicted  normal  delivery  at  the  time  of  study 
— early  in  third  trimester  — but  probable 
section  at  term.  Seven  delivered  normally 
and  seven  were  sectioned.  In  the  other  small 
group  of  three  cases,  x-ray  studies  showed 


hydrocephalus  and  craniotomy  was  recom- 
mended. It  was  carried  out  and  the  diagnosis 
was  proven  in  all  three. 

The  cause  of  death  in  the  sixteen  stillborn 
and  “died  within  forty-eight  hours”  cases 
were  studied. 

Table  7 

Craniotomy  for  hydrocephalus  ...  3 

Congenital  anomalies  2 

Placental  infarction  2 

Prematurity  1 

Nephritic  toxemia  .1 

Obstetrical  errors 3 

X-ray  errors 3 

In  regard  to  estimation  of  size  of  the  fetus, 
we  were  able  to  obtain  the  actual  birth 
weights  on  962  cases.  Results  are,  as  follows: 

Table  8 

X-ray  estimated  fetal  weight 

correctly  666 69.2% 

X-ray  estimated  one-half 

pound  too  high  or  too  low 217 22.5% 

X-ray  estimated  one  pound 

or  more  too  high  44  .....  4.5% 

X-ray  estimated  one  pound 

or  more  too  low  35 3.8% 

The  error  of  estimating  too  high  is  one  in 
which  there  may  be  an  increase  in  the  num- 
ber of  sections,  but  there  was  no  harm  to 
mother  or  child.  The  error  of  estimating  fetal 
weight  too  low  is  certainly  not  good  and  may 
put  the  obstetrician  in  a bad  spot.  Fortun- 
ately, only  two  of  these  cases  ended  in  fetal 
death.  The  one  other  x-ray  error  mentioned 
above  was  one  of  calling  a dead  fetus  a live 
one.  If  one  takes  the  first  two  groups  of  this 
table,  one  finds  that  the  x-ray  estimate  was 
either  correct  or  within  one-half  pound  of 
correct  in  91.7%  of  the  cases. 

In  conclusion,  may  I express  my  sincere  ap- 
preciation for  the  honor  of  being  asked  to 
speak  to  you  and  for  your  kind  attention.  I 
have  tried  to  present  the  evidence  obtainable 
from  complete  roentgen  studies  of  the  pelvis 
in  pregnancy  and  the  end  results  which  we 
have  had  in  the  past  three  years.  Progress  is 
being  made  in  this  field  rather  rapidly  and 
further  improvements  in  results  should  fol- 
low. There  is  no  doubt  in  my  mind  but  that 
you  can  get  real  help  in  your  difficult  ob- 
stetrical cases  if  you  will  cooperate  with  your 
radiologist  and  allow  him  to  make  as  com- 
plete an  examination  as  he  feels  necessary. 
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1.  The  Use  of  the  Roentgen  Ray  in  Obstetrics. 
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D.  A.  Gregory.  M.D. 


Spring  is  here,  the  fish  are  running  up  the  Whetstone  and 
the  ice  is  out  of  Big  Stone  Lake,  your  President  is  suffering 
from  “Spring  Fever”  and  has  the  desire  to  go  fishing.  The 
followers  of  Isaac  Walton  develop  an  equanimity  and  peace 
of  mind  that  the  “drivers”  do  not  have.  We  would  probably 
live  longer  and  happier  if  we  relaxed  more,  so  ...  . let’s  all 
go  fishing. 

By  the  time  this  page  is  published  you  will  probably 
have  attended  the  meeting  of  your  State  Medical  Association 
and  I hope  you  did  attend  because  it  is  your  Association  and  your  meeting.  If  you  have  a good 
word  to  say  about  the  speakers  say  it  to  them;  they  are  human  and  enjoy  a word  of  praise.  If 
you  did  not  like  the  meeting  ask  yourself  if  you  could  have  done  better.  It  is  a tremendous 
job  to  arrange  a meeting  and  we  did  what  we  thought  would  please  and  stimulate  you. 

I have  just  received  a notice  of  the  meeting  of  the  American  Urological  Society  and  the 
registration  fee  is  twenty  five  dollars  for  each  “member,gentlemen  guest  and  accompanying 
lady.”  Some  societies  have  larger  registration  fees  for  members. 

I have  had  interesting  talks  with  many  people  about  socialized  medicine.  The  most  inter- 
esting and  enlightening  conversation  comes,  not  from  the  top  brass  but  from  the  working 
people,  bus  drivers,  porters,  red  caps,  bell  hops,  salesmen,  waiters,  mechanics  — the  so  called 
common  people  but  they  are  the  ones  interested  in  socialized  medicine.  I have  heard  tales  of 
charges  and  of  hospital  bills  that  astonish  me.  Perhaps  some  of  the  members  of  our  profession 
advance  the  cause  of  socialized  medicine  more  by  their  high  fees  and  poor  public  relations  than 
all  the  Oscar  Ewings.  We  should  invite  our  patients  to  discuss  fees  and  charges  with  us.  This  is 
an  excellent  procedure  particularly  if  any  surgery  is  being  contemplated.  We  should  always 
explain  that  our  charges  do  not  include  hospital  charges  so  there  will  be  no  mistake  made. 

The  newspapers  told  an  interesting  story  of  overcharges  and  fraud  in  California.  These 
were  made  against  insurance  carriers  by  some  members  of  the  medical  profession.  We  are  all 
human  beings  and  in  our  great  and  honorable  profession  there  are  some  who  are  neither  great 
nor  honorable. 

PERHAPS  I SHOULD  HAVE  GONE  FISHING. 
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THE  DURHAM-HUMPHREY  BILL 

The  Durham-Humphrey  Bill,  Public  Law 
215,  82nd  Congress,  Chap.  568,  became  effec- 
tive April  26,  1952.  Its  main  purpose  is  for 
the  protection  of  the  public  health  by  making 
clear  which  drugs  can  be  safely  sold  direct  to 
the  public  and  which  can  be  dispensed  only 
upon  prescription.  The  law  sets  up  a defi- 
nition of  dangerous  drugs  which  must  be  re- 
stricted to  sale  by  prescription.  Drug  manu- 
facturers will  now  be  required  to  label  all 
such  products  with  the  legend:  “Caution:  Fed- 
eral law  prohibits  dispensing  without  pres- 
cription.” 

Specifically  prohibited  in  the  new  law  is 
the  refilling  of  prescriptions  for  the  restric- 
ted drugs  without  the  doctor’s  knowledge  and 
consent.  Condensed  to  simple  terms,  under 
the  new  law  a patient  may  not  have  his  pres- 
cription refilled  by  the  pharmacist  unless  (1) 
the  pharmacist  phones  or  writes  the  doctor 
and  obtains  authorization  to  refill,  or  (2)  you 
have  stated  on  the  original  prescription  that 
it  may  be  refilled,  or  (3)  the  prescription  calls 
for  a simple  household  remedy. 

Physicians  can  save  themselves  much 
trouble  and  annoyance  by  stating  specifically 
on  their  original  prescription  whether  the 
pharmacist  should  not  refill,  or  repeat  for  a 
definite  number  of  times.  Cooperation  be- 
tween the  medical  and  pharmaceutical  pro- 
fessions is  necessary  to  avoid  friction  and 
save  time  and  effort. 


EDITORIAL  ASSISTANTS  AND 
COLLABORATORS 

A clearinghouse  service  on  competenl  edi- 
torial assistants  or  collaborators  to  assist  in 
the  preparation  of  papers  for  meetings,  pub- 
lication or  clinical  demonstrations  is  being 
established.  Technicians  qualified  to  assist 
in  editing  explanatory  or  sound  tract  material 
in  conjunction  with  professional  motion  pic- 
tures are  included.  Information  will  be  avail- 


able to  all  members  of  the  medical  profession 
on  request. 

Please  assist  this  new  service  by  forwarding 
names  and  addresses  of  qualified  collaborators  to 
Academy-International  of  Medicine,  214  West  Sixth 
St.,  Topeka,  Kansas. 


PATRONIZE  OUR  ADVERTISERS 

Doctor,  when  you  persue  the  advertising 
pages  of  our  journal,  remember  this:  All  ads 
are  carefully  screened  — the  items,  services 
and  messages  presented  are  committee-ac- 
cepted. Our  standards  are  of  the  highest.  The 
advertisers  like  our  journal  — that’s  why  they 
selected  it  for  use  in  their  promotional  pro- 
gram. They  seek  your  patronage  and  your 
response  encourages  continued  use  of  our 
publication.  In  turn,  the  advertisers’  patron- 
age helps  us  to  produce  a journal  that  is  sec- 
ond to  none  in  our  state.  When  you  send  in- 
quires, tell  them  that  you  read  their  adver- 
tisement in  the  South  Dakota  JOURNAL. 


YOU  ARE  YOUR  OWN 
PUBLIC  RELATIONS  EXPERT 

Certainly  you  have  heard  and  read  volumes 
about  medical  public  relations.  You  know 
full  well  how  medical  public  relations  hit  a 
low  just  after  World  War  II.  You  know,  too, 
how  medical  associations,  large  and  small, 
hired  lay  executives  “to  improve  public  rela- 
tions.” 

The  lay  executives  did  a good  job.  The  pub- 
lic became  cognizant  of  the  medical  associa- 
tions’ existence  and  efforts  on  their  behalf. 
But  all  of  the  executive-secretarys,  public  re- 
lations counsels,  and  field  representatives  are 
to  no  avail  if  we  doctors  ourselves  are  not 
aware  of  our  individual  public  relations. 

Ostentation,  gouging,  arrogance,  and  care- 
lessness do  not  endear  the  medical  profession 
to  the  public  and  no  lay  person  can  sell  the 
medical  profession  to  the  public  if  members 
of  the  profession  do  not  make  an  effort  to 
make  themselves  acceptable  personally. 

You  are  your  own  public  relations  expert, 
doctor,  your  salvation  is  in  your  own  handc 
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Medical  School  Formal  Party 
Draws  Huge  Turnout 


Left  to  right:  Dean  Haroid  Leuth,  University  of  Nebraska;  Dr.  I.  D.  Weeks, 
President  of  the  University  of  South  Dakota;  D.  A.  Gregory,  M.D.,  President 
of  the  South  Dakota  State  Medical  Association,  and  Dave  Buchanan,  President 
of  the  Student  American  Medical  Association 


Well  over  three  hundred 
medical  students,  physicians, 
faculty  and  guests  gathered 
at  Julian  Hall  at  the  Univer- 
sity of  South  Dakota  for  the 
Annual  Medical  School  Din- 
ner Dance.  Presiding  at  the 
affair  was  Allen  Scales,  soph- 
omore class  president.  Main 
speaker  was  Dean  Harold 
Lueth  of  the  University  of 
Nebraska  Medical  School 
Others  who  appeared  briefly 


on  the  program  were:  Uni- 
versity president.  Dr.  I.  D. 
Weeks;  Medical  School  Dean 
Walter  L.  Hard;  Dr.  D.  A. 
Gregory,  S.  D.  Medical  Ass’n 
president  and  Dave  Bu- 
chanan, president  of  the  Stu- 
dent A.M.A. 

After  the  dinner,  the  group 
moved  to  the  Union  Building 
for  dancing  and  entertain- 
ment. 


I NEWS  NOTES 

Doctor  C.  D.  Cox,  Chair- 
man of  the  Department  of 
Microbiology  has  received  a 
Public  Health  Service  Grant 
in  aid  of  research  for  the 
study  of  “Microdetection  of 
Antigenic  Substances  of  Bac- 
terial or  Viral  Origin.”  The 
grant  is  in  the  amount  of  ap- 
proximately $4,000.00. 

A United  States  Public 
Health  Service  Cancer  Teach- 
ing Grant  in  the  amount  of 
$5,000.00  has  been  renewed 
to  the  Department  of  Path- 
ology. The  program  is  under 
the  direction  of  Doctor  Wil- 
lard Thompson  and  Doctor 
Amos  Michael. 

Miss  Anne  Hoffman  of 

Pierre,  South  Dakota,  has 
been  awarded  a National 
Science  Foundation  Fellow- 
ship for  a graduate  study  in 
the  Department  of  Micro- 
biology. 

R.  G.  Mayer,  M.D.,  Aber- 
deen, attended  a meeting  of 
the  Association  of  American 
Railroad  Surgeons  in  Chicago 
the  1st  week  of  April.  Dr. 
Gregory  and  Dr.  Karlins  of 
Webster  also  attended. 

❖ ❖ 

The  Aberdeen  District 
Medical  Society  held  a din- 
ner meeting  in  the  Sherman 
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Hotel  Wednesday  evening, 
April  2,  1952. 

Dr.  Richard  Magraw,  Minn- 
eapolis, Minn.,  presented  a 
paper  on  “Psychosomatic 
Medicine.” 

* * 

Doctor  A.  K.  Carton,  M.D.. 

is  joining  the  Department  of 
Anatomy  in  April  as  an  As- 
sociate in  Anatomy.  Doctor 
Carton  is  completing  his  third 
year  of  a surgical  residency 
training  program  in  Chicago. 
His  appointment  to  the  De- 
partment of  Anatomy  will  be 
for  one  year  and  will  enable 
Doctor  Carton  to  complete 
requirements  for  a Master  of 
Medical  Science  Degree. 

-1: 

Doctors  E.  M.  K.  Gelling 
and  K.  P.  Du  Bois  from  the 
Department  of  Pharmacol- 
ogy, University  of  Chicago, 
have  been  visiting  Professors 
in  Pharmacy  during  the 
months  of  March  and  April. 
In  addition  to  fulfilling  teach- 
ing assignments  in  the  med- 
ical course  in  Pharmacology, 
invitational  lectures  were 
also  presented  to  faculty  and 
student  seminars. 

t-  * 

F.  D.  Leigh,  M.D.,  Huron, 
attended  the  Chicago  Med- 
ical Society’s  postgraduate 
courses  held  at  the  Palmer 
House,  March  4,  through 
March  7. 

❖ ❖ ❖ 

Drs.  R.  J.  Foley,  Tyndall 
and  Le  Roy  Kaufman,  Free- 
man are  new  members  of  the 
Yankton  District  Medical  So- 
ciety. 

* * * 

Dr.  Orlin  Odland,  Brook- 
ings, has  just  joined  the  Mad- 
ison-Brookings  District  Med- 
ical Society. 


H.  P.  Adams,  M.D.,  Huron, 
attended  the  meeting  of  the 
American  College  of  Sur- 
geons in  Minneapolis  late  in 
March. 

❖ ❖ ❖ 

The  Third  District  Medical 
Society  Essay  Contest  was 
won  by  Cecilia  Gulson,  Trent; 
second  was  won  by  Nellie 
Hoogwerf,  Brookings;  third 
by  Karen  Carr,  Volga. 


YANKTON  DISTRICT 
HEARS  DR.  BROWN 
AT  VERMILLION 

Carroll  Brown,  M.D.,  Sioux 
City,  Iowa,  presented  a paper 
on  “Problems  in  Neurology” 
at  the  regular  meeting  of  the 
Yankton  District  Medical  So- 
ciety held  April  16th  at  Ver- 
million, South  Dakota. 


WATERTOWN  DISTRICT 

HOLDS  SYMPOSIUM 

Watertown  District  Med- 
ical Society  in  cooperation 
with  the  South  Dakota  Di- 
vision of  the  American  Can- 
cer Society  and  the  State 
Board  of  Health  sponsored 
a Cancer  Symposium  in 
Watertown,  April  5th,  1952. 

Speakers  were  H.  Mason 
Morfit,  M.D.,  Associate  Pro- 
fessor of  Surgery  at  the  Uni- 
versity of  Colorado  Medical 
School,  and  Harold  O.  Peter- 
son, M.D.,  University  of 
Minnesota  Medical  School. 

Dr.  Morfit  gave  two  presen- 
tations one  on  Cancer  of  the 
Head  and  Neck  and  covering 
diagnosis  and  the  other  paper 
in  the  same  field  covering 
treatment.  Dr.  Peterson  pre- 
sented a paper  on  X-Ray 
Diagnosis  of  Gastric  Ulcer  — 
Benign  or  Malignant,  and 
also  a Review  of  X-Ray  Find- 
ings in  Brain  Tumors. 


The  meetings  were  held  at 
the  Grand  Hotel  in  Water- 
town. 


YANKTON  HOSPITAL 
ELIGIBLE  FOR  A.A.G.P. 
SCHOLARSHIP 
PROGRAM 

Sacred  Heart  Hospital  of 
Yankton  was  one  of  fifteen 
general  hospitals  named  by 
the  Scholarship  committee  of 
the  American  Academy  of 
General  Practice  who  will  be 
eligible  to  receive  a one  year 
resident  who  will  be  awarded 
one  thousand  dollars  from 
the  scholarship  fund  created 
by  Mead- Johnson  and  Com- 
pany. 

According  to  Mac  F.  Cahal, 
the  academy  secretary,  the 
hospitals  were  selected  from 
all  the  teaching  hospitals  in 
the  United  States  having  ap- 
proved residencies  in  general 
practice.  Each  has  a depart- 
ment of  general  practice  in  its 
staff  organization. 

Winners  of  the  awards  will 
choose  any  one  of  the  fifteen 
hospitals  and  will  be  given 
those  of  their  choice. 


DR.  HARD  NAMED 
MED.  SCHOOL  DEAN 

Dr.  Walter  Hard,  professor 
of  anatomy  and  former  as- 
sistant dean  has  been  named 
dean  of  the  University  of 
South  Dakota  Medical 
School.  Selection  of  the  new 
dean  was  announced  by  the 
Board  of  Regents  after 
recommendations  were  sub- 
mitted by  a joint  committee 
of  faculty  and  medical  asso- 
ciation members. 

Dr.  Hard  has  been  serving 
as  acting  dean  since  the  de- 
parture of  Dr.  Donald  Slaugh- 
ter. 


— 152  — 


PHARMACEUTICAL  DIVISION 

Charles  F.  Van  DeWalle,  Editor 


SOUTH  DAKOTA  PHARMACEUTICAL  AS- 
SOCIATION CONVENTION  — RAPID  CITY 

— JUNE  18,  19,  20.  Under  the  leadership  of 
Welles  C.  Eernisse,  Local  Secretary,  plans 
are  well  under  way  for  entertaining  South 
Dakota  Pharmacists  and  their  wives  at  the 
Sixty-Sixth  Annual  Convention  of  the  S.  D. 
Ph.A.  in  Rapid  City  on  Wednesday,  Thurs- 
day and  Friday  June  18,  19,  20,  1952.  Head- 
quarters will  be  at  the  Alex  Johnson  Hotel. 
The  tentative  convention  schedule  plans  for 
registration  during  Wednesday  forenoon  with 
the  opening  session  at  1:30  p.  m.  This  will 
give  ample  time  for  pharmacists  in  eastern 
South  Dakota  to  drive  to  Rapid  and  be  on 
hand  for  full  convention  program.  The  dates 
are  ideal  for  those  who  will  depend  on  help 
from  the  Division  of  Pharmacy.  A record  at- 
tendance is  anticipated  at  Rapid  City.  Start 
making  plans  now. 


NEWS  NOTES 

Mr.  and  Mrs.  Milton  Swenson  of  Brookings, 
South  Dakota,  announce  the  arrival  of  a boy, 
Robert  Stephen,  January  20,  1952.  Robert 
weighed  6 pounds  and  12  ounces.  Mr.  Swen- 
son works  at  the  Kendall  Drug  store  in  Brook- 
ings. 

Mr.  and  Mrs.  Loren  Johnson  of  Cleveland, 
Ohio,  also  announce  the  arrival  of  a baby 
girl.  Mr.  Johnson  is  with  Standard  Drug. 

Blair  Vickerman,  the  district  manager  for 
E.  R.  Squibbs,  Co.  visited  the  eastern  South 
Dakota  territory  early  in  April.  Mr.  Vicker- 
man is  a graduate  of  1939  from  the  South 
Dakota  Division  of  Pharmacy. 

Carol  Oson  Youells  has  resigned  her  posi- 
tion with  Standard  Drug  Co.  in  Cleveland, 
Ohio,  and  is  now  keeping  house  full  time. 

Neil  Chancellor  of  Huron  is  doing  relief 
work  at  Lewis  Drug  Co.  in  Sioux  Falls  after 
spending  a month  at  Matson  Drug  Store  in 
Brookings. 

Robert  Matson  of  Brookings  was  recently 
elected  President  of  Rotary  in  that  city. 


Elial  Haar,  pharmacist  of  Eureka,  S.  Dak. 
and  formally  employed  by  the  Bittner  Phar- 
macy until  his  entry  into  the  service  is  en- 
joying a 25  day  furlough  with  his  friends  in 
Aberdeen  and  Eureka.  Elial  is  married  and 
is  expecting  soon  a male  or  female  phar- 
macist to  join  the  ranks  to  perpetuate  the  pro- 
fession of  his  kin.  Elial  is  stationed  in  Cali- 
fornia, but  chooses  South  Dakota  as  the  choice 
place  to  live. 

Eugene  Anderson,  former  pharmacist  at  the 
Walgreen  Drug-store  in  Aberdeen  is  now  as- 
sociated with  the  Jones  Drug  at  Redfield. 

Pete  Yunker  is  the  new  registered  phar- 
macist at  Walgreens  in  Aberdeen. 


College  Department  of  Pharmacy  will  be 
examined  on  Monday  and  Tuesday,  April  14 
and  15th  for  the  purpose  of  continuation  of  ac- 
crediation  by  the  American  Council  on  Phar- 
maceutical Education. 

The  Council  requests  that  the  South  Dakota 
Board  of  Pharmacy  delegate  an  officer  or 
member  to  participate  with  two  Council  rep- 
resentatives, one  of  whom  will  be  Dr.  R.  A. 
Deno,  Director  of  Education  Relations.  Rut- 
gers University  the  other  member  Dr.  Geo. 
Beal,  Director^  of  Research,  Pittsburg. 

President  of  the  South  Dakota  Board,  Mr. 
Harold  L.  Tisher,  has  appointed  Mr.  Floyd  M. 
Cornwell  to  represent  the  Board  of  Pharmacy 
at  this  re-examination  meeting.  The  result  of 
the  meeting  will  be  announced  later. 

Mayor  Floyd  M.  Cornwell  and  Pharmacy 
Board  Member  from  Webster;  with  a Plan- 
ning Committee  called  on  Governor  Sigrud 
Anderson,  after  attending  a meeting  of  the 
Military  Board  at  Pierre,  S.  Dak.  on  Feb- 
ruary 8th. 

ATTEND  YOUR 
ANNUAL  CONVENTION 
JUNE  18.  19.  20.  1952 
RAPID  CITY.  S.  DAK. 


PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

A.  O.  Bittner 


CONVENTION  PROGRAM  HIGHLIGHTS  EXECUTIVE 
MEETING  AT  HURON,  MARCH  31ST 

Welles  C.  Errnisse,  the  local  convention  Secretary  for 
the  convention  to  be  held  in  Rapid  City  this  coming  June 
18,  19  and  20th  traveled  via  plane  to  present  the  tentative 
program  arrangements.  He,  and  his  druggists  committee  are 
very  enthusiastic  about  some  of  events  they  will  incorporate 
in  the  daily  program  schedule.  Never  a dull  moment  from 
the  time  the  convention  is  called  to  order  until  the  adjourn- 
ment in  the  early  afternoon  of  the  20th.  Rapid  City  is  known 
all  over  the  State  as  a choice  convention  city.  They  sort  of 
specialize  in  this  talent,  and  my  suggestion  is  that  each  and  every  one  of  you,  right  now,  make 
your  plans  to  attend.  Notice,  the  dates  they  have  selected,  Wednesday,  Thursday  and  Friday. 
The  convention  will  have  its  opening  meeting  on  Wednesday  at  1:00  P.  M.  to  make  it  possible 
for  everyone  to  get  to  Rapid  City  in  the  morning  drive.  Of  course,  no  one  will  want  to  come  to 
this  convention  without  touring  also,  the  beautiful  Black  Hills,  the  Bad-Lands  and  the  so  many 
scenic  spots.  Tourists  from  every  State  in  the  Union  and  many  foreign  countries  visit  this  para- 
dise of  Nature’s  beauty.  Now  you  can  either  start  early  on  the  Sunday  of  the  week  and  be  back 
the  week  end,  or  take  off  Wednesday  and  return  for  the  following  Monday  or  make  your  entire 
two  weeks  vacation  this  your  life’s  most  enjoyable  event.  Remember  also  as  you  travel  in  or  out 
of  Rapid  City,  to  stop  at  Wall,  S.  Dak.  and  greet  our  good  friends  Mr.  and  Mrs.  Ted  Hustead. 
He  will  have  for  you,  a sight  for  your  camera,  that  you  will  want  in  your  photo-album. 

We  know  that  you  are  planning  for  this  event,  so  get  right  busy  and  write  to  Welles 
Eernisse  and  tell  him  that  you  are  coming.  They  will  have  for  you  hotel,  motel  or  cabin  accoma- 
dations,  but  do  this  in  time  so  that  you  will  not  be  inconvenienced.  Rapid  City,  our  vacation 
for  1952. 

SOUTH  DAKOTA  DRUGGISTS  WELCOME  NEWS  OF  30  NEW  TV  STATIONS  IN  S.  D. 
As  of  April  14th  this  news  reached  most  all  readers  of  the  press.  South  Dakota  is  one  of  the 
States  which  has  not  had  the  privilege  of  TV  Reception.  How  soon  most  of  the  larger  cities 
will  have  this  available,  we  cannot  fortell,  but  your  druggists  who  may  merchandise  television 
sets,  get  set  for  an  era  of  added  sideline  business  that  will  be  very  profitable.  Remember,  how- 
ever that  the  quality  of  receivers  must  be  the  kind  which  will  receive  (UHF)  meaning  Utra- 
high-frequencies).  If  common  TV  sets  are  sold,  the  user  will  need  a converter  which  may  cost 
from  $10  to  $50.00  additional  besides  installing  costs.  Anyone  who  has  not  seen  good  television 
reception,  cannot  evaluate  its  quality  of  entertainment  and  educational  value. 

OUR  FAIR  TRADE  BILL  (THE  McGUIRE  BILL  HR  5767) 

At  this  writing,  very  small  business  retail  merchant  has  done  everything  to  make  known  to 
the  legislators  in  congress  that  we  need  this  protection,  which  has  been  given  to  us  in  this  state 
by  our  State  Fair  Trade  Law  enacted  in  1937.  We  have  had  this  protection  until  last  May  of 
1951.  At  present  our  security  is  nil,  and  the  wrangle  that  is  going  on  between  two  organiza- 
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tions.  Our  N.A.R.D.  and  The  American  Fair  Trade  Council,  Inc.,  each  one  claiming  the  des- 
criptive phraseology  to  be  used,  then  they  agree,  and  then  they  do  not,  so  it  becomes  a piece 
of  legislation  not  urgent  and  considerate  on  the  part  of  the  legislators.  I do  hope  that  our 
complete  effort  put  forth  to  sustain  our  Fair  Trade  Statute  in  South  Dakota  and  the  other  forty 
five  States  in  the  union,  who  have  similar  Fair  Trade  Statutes,  will  not  be  disguarded  as  a 
worthless  piece  of  legislation  surrendered  to  the  waste-basket  and  ear-marked  non-essential 
to  the  American  economy  welfare.  There  must  be  a way  to  preserve  THE  FAIR  TRADE 
PRINCIPAL. 

Our  only  hope  that  remains  to  have  Fair  Trade  restored  is,  that  these  two  organizations 
sponsoring  the  McGuire  bill  and  Keogh  bill,  get  together  soon  or  the  opportunity  for  passage 
in  this  session  of  the  congress  is  lost. 

A.  O.  Bittner 
President 


DURHAM-HUMPHREY  AMENDMENT  TO 
THE  FEDERAL  FOOD.  DRUG  AND 
COSMETIC  ACT  CHANGES  WORDING  OF 
SECTION  503  (b)  TO  READ  AS  FOLLOWS: 

SECTION  503  — EXEMPTIONS  IN  CASE 
OF  DRUGS  AND  DEVICES 

(b)  (1)  A drug  intended  for  use  by  man  which 

(A)  is  habit  forming  drug  to  which  section 
502  (d)  applies;  or 

(3)  because  of  its  toxicity  or  other  poten- 
tiality for  harmful  effect,  or  the  method  of  its 
use,  or  the  collateral  measures  necessary  to 
its  use,  is  not  safe  for  use  except  under  the 
supervision  of  a practitioner  licensed  by  law 
to  administer  such  drug;  or 

(C)  is  limited  by  an  effective  application 
under  section  505  to  use  under  the  profes- 
sional supervision  of  a practitioner  licensed 
by  law  to  administer  such  drug,  shall  be  dis- 
pensed only  (i)  upon  a written  prescription  of 
a practitioner  licensed  by  law  to  administer 
such  drug,  or  (ii)  upon  an  oral  prescription  of 
such  practitioner  which  is  reduced  promptly 
by  writing  and  filed  by  the  pharmacist,  or  (iii) 
by  refilling  any  such  written  or  oral  prescrip- 
tion if  such  refilling  is  authorized  by  the  pre-- 
scriber  either  in  the  original  prescription  or 
by  oral  order  which  is  reduced  promptly  to 
writing  and  filed  by  the  pharmacist.  The  act 
of  dispensing  a drug  contrary  to  the  pro- 
visions of  this  paragraph  shall  be  deemed  to 
be  an  act  which  results  in  the  drug  being  mis- 
branded while  held  for  sale. 

(2)  Any  drug  dispensed  by  filling  or  re- 
filling a written  or  oral  prescription  of  a prac- 
titioner licensed  by  law  to  administer  such 


drug  shall  be  exempt  from  the  requirements 
of  section  502,  except  paragraphs  (a),  (i)  (2) 
and  (3),  (k),  and  (1),  and  the  packaging  re- 
quirements of  paragraphs  (g)  and  (h),  if  the 
drug  bears  a label  containing  the  name  and 
address  of  the  dispenser,  the  serial  number 
and  date  of  the  prescription  or  of  its  filling, 
and  the  directions  for  use  and  cautionary 
statements,  if  any,  contained  in  such  prescrip- 
tion. This  exemption  shall  not  apply  to  any 
drug  dispensed  in  the  course  of  the  conduct 
of  a business  of  dispensing  drugs  pursuant  to 
diagnosis  by  mail,  or  to  a drug  dispensed  in 
violation  of  paragraph  (1)  of  this  subsection. 

(3)  The  Administrator  may  by  regulation 
remove  drugs  subject  to  section  502(d)  and 
section  505  from  the  requirements  of  para- 
graph (1)  of  this  subsection  when  such  re- 
quirements are  not  necessary  for  the  protec- 
tion of  the  public  health. 

(4)  A drug  which  is  subject  to  paragraph 
(1)  of  this  subsection  shall  be  deemed  to  be 
misbranded  if  at  any  time  prior  to  dispensing 
its  label  fails  to  bear  the  statement  “Caution: 
Federal  law  prohibits  dispensing  without 
prescription.”  A drug  to  which  paragraph  (1) 
of  this  subsection  does  not  apply  shall  be 
deemed  to  be  misbranded  of  at  any  time  prior 
to  dispensing  its  label  bears  the  caution  state- 
ment quoted  in  the  preceding  sentence. 

(5)  Nothing  in  this  subsection  shall  be  con- 
strued to  relieve  any  person  from  any  require- 
ment prescribed  by  or  under  authority  of  law 
with  respect  to  drugs  now  included  or  which 
may  hereafter  be  included  within  the  class- 
ification stated  in  section  3220  of  the  Internal 
Revenue  Code  (26  U.  S.  C.  3220),  or  to  mari- 
hauana  as  defined  in  section  3238  (b)  of  the 
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Internal  Revenue  Code  (26  U.  S.  C.  3238  (b)  ). 

NOTE  — Subsection  503  (b)  above  refers  to 
narcotic  drugs  which  come  under  the  Har- 
rison Narcotic  Law,  and  which  cannot  be  dis- 
pensed on  an  oral  prescription.  Narcotic 
drugs  may  be  dispensed  only  on  an  original 
written  prescription. 


SOUTH  DAKOTA  STATE 
PHARMACEUTICAL  ASSOCIATION 
COMMERCIAL  AND  LEGISLATIVE 
SECTION 

Office  of  the  Secretary 
Pierre,  S.  Dak. 

BULLETIN:  April  3,  1952 

EXECUTIVE  COMMITTE  APPROVES 
ROUND  TABLE  DISCUSSION  HOUR 
AT  RAPID  CITY  CONVENTION 

If  you  attended  the  S.  D.  Ph.A.  convention 
in  Rapid  City,  June  18,  19,  20,  you  will  have 
an  opportunity  to  take  an  active  part  in  the 
convention  program.  Every  druggist  can  ex- 
press himself  freely  in  a small  group  inter- 
ested in  similar  problems.  To  organize  several 
small  group  discussions  it  will  be  necessary  to 
have  WRITTEN  questions  and  problems  sub- 
mitted well  in  advance  of  the  convention 
dates.  What  are  your  questions  or  problems 
that  you  would  like  to  have  discussed?  What 
would  you  like  to  have  the  association  take 
action  on  that  would  help  the  retail  drug  bus- 
iness? What  are  your  gripes  on  law  enforce- 
ment, competition,  fair-trade,  federal  restric- 
tions on  drug  dispensing  and  labeling,  refill 
authorization  requirements,  registered  help, 
dispensing  doctors,  wholesalers  practices  and 
other  problems?  Write  your  question  or  prob- 
lem on  a postcard,  or  a card  exactly  the  same 
size,  only  ONE  question  or  problem  to  the 
card.  Send  as  many  cards  as  you  wish 
whether  you  expect  to  attend  the  convention 
or  not.  Mail  your  cards  to — "ROUND  TABLE, 
Box  1472,  Rapid  City."  This  is  your  oppor- 
tunity to  be  heard.  Perhaps  your  fellow  drug- 
gists, association  officers  or  convention 
speakers  can  be  of  help  to  you.  WRITE 
YOUR  CARDS  NOW! 

BOARD  OF  PHARMACY  ADOPTS  REGU- 
LATIONS ON  LABELING  AND  RETAIL- 
ING OF  POISONS.  At  their  meeting  in 
Huron,  March  30,  the  Board  of  Pharmacy 
adopted  regulations  under  our  Pharmacy  Law 
with  respect  to  the  labeling  of  “poisons  highly 
toxic  to  man”  and  “poisons  not  highly  toxic 


to  man”  and  the  retailing  of  poisons  by  per- 
sons other  than  pharmacists  and  poison  licen- 
sees. Our  pharmacy  law  defines  the  word 
“poison”  as  any  substance  which  applied  ex- 
ternally or  taken  internally  may  impair  the 
normal  functions  of  any  tissues  or  organ  of 
the  body.  Substances  bearing  a warning  or 
caution  label  in  lieu  of  a poison  label  are 
poisons  not  highly  toxic  to  men  and  their  re- 
tail sale  is  restricted  as  provided  by  law. 
For  example:  Preparations  which  contain 
warfarin,  do  not  bear  a poison  label  for  ship- 
ment in  interstate  commerce,  yet  injury  may 
result  if  the  concentrates  are  accidentally 
mixed  with  human  food.  Such  concentrates 
may  be  retailed  only  by  drug  stores  and 
poison  licensees.  The  seller,  whether  a phar- 
macist or  poison  licensee,  must  make  certain 
that  the  purchaser  understands  the  hazards 
involved  in  the  use  of  the  poison  by  calling 
attention  to  the  poison  label  and/or  warning 
and  caution  statements.  The  regulations  pro- 
hibit the  display  of  poisons  for  retail  sale 
along  with  human  food  products  offered  for 
sale  on  a self-service  basis.  The  regulations 
exempt  for  retail  sale  by  grocers  and  mer- 
chants other  then  poison  licensees.  “Common 
household  cleaners  the  active  ingredient  of 
which  is  sodium  hydroxide  (lye)”  and  “com- 
mon toilet  bowl  cleaners  the  active  ingredient 
of  which  is  sodium  busulphate.  Exempted 
also  are  rodenticide  ready  mixed  baits  con- 
taining not  more  than  twenty-five  thousandths 
per  cent  of  warfarin  as  the  sole  active  ingred- 
ient, and  household  insect  sprays  which  con- 
tain not  more  than  three  per  cent  DDT.  These 
are  the  only  exemptions  authorized  by  the 
Board  of  Pharmacy.  The  regulations  were 
prompted  by  complaints  against  grocers  sell- 
ing “d-Con.”  Wholesalers  evidently  regarded 
such  preparations  as  nonpoisonous  since  they 
did  not  bear  the  ppison  label.  Investigation 
revealed  that  serious  poisoning  and  death 
might  result  where  the  .5%  or  .3%  concen- 
trates were  mixed  with  human  food  and  con- 
sumed over  a period  of  3 to  5 days.  One  case 
of  human  poisoning  by  warfarin  has  been  ob- 
served. No  ill  effects  are  noticed  for  several 
days  while  warfarin  is  being  consumed.  That 
is  why  the  rat  comes  back  for  more  bait  until 
he  is  too  weak  to  do  so. 

DURHAM-HUMPHREY  LAW  AND  REGU- 
LATIONS --  EFFECTIVE  APRIL  26.  1952— 
Proposed  regulations  under  the  Durham- 
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Humphrey  Act  were  issued  by  the  Food  and 
Drug  Administration  on  Feb.  5,  1952.  These 
proposed  regulations  were  widely  publicized 
and  the  drug  industry  was  invited  to  com- 
ment and  suggest  revisions  before  their  final 
adoption.  Many  suggested  revisions  have 
been  submitted  so  it  is  likely  that  the  final 
regulations  will  differ  considerably  from  the 
proposed  regulations.  Until  the  text  of  the 
final  regulations  has  been  adopted  and  re- 
leased, pharmacists  should  govern  themselves 
by  the  new  wording  of  SECTION  503  (b)  — 
EXEMPTIONS  IN  CASE  OF  DRUGS  AND 
DEVICES,  a copy  of  which  is  printed  in  this 
issue,  and  a brief  SUMMARY  OF  THE  DUR- 
HAM-HUMPHREY  ACT  AND  PROPOSED 
REGULATIONS.  This  summary  should  be 
thoroughly  understood  by  every  person  who 
handles  or  sells  any  drugs  or  medicines  in 
your  pharmacy.  Please  post  it  where  every 
clerk  can  read. 

AUTHORIZATION  FOR  REFILLING  PRES- 
i CRIPTION  LEGEND  DRUGS  — Your  cus- 
I tomers  are  going  to  continue  to  call  for  pres- 
j cription  refills.  Physicians  are  going  to  con- 
I tinue  to  write  prescriptions  without  giving 
refill  instructions  with  the  original  prescrip- 
tion. Both  the  physician  and  the  patient  must 
be  informed  of  these  new  federal  require- 
ments. The  Executive  Committee  reviewed 
this  matter  at  their  meeting  in  Huron  last 
I Sunday.  It  was  recommended  that  I include 
with  this  bulletin  suggestions  for  a proposed 
letter  to  physicians  and  notice  to  prescription 
■ customers.  The  FDA  has  approved  the  double 
postal  card  method  to  get  refill  authorization. 
A double  postal  card  is  sent  to  the  MD  call- 
ing attention  to  the  absence  of  refill  instruc- 
tions on  a recent  prescription  for  which  you 
give  essential  information.  The  return  card 
is  in  printed  form  so  that  the  MD  can  easily 
and  quickly  indicate  his  refilling  instructions 
by  circling  or  checking.  A thin  paper  form 
would  be  more  practical  since  the  refill  in- 
i struction  must  be  attached  to  the  original 
; prescription. 

NEW  OPS  REGULATIONS  (CPR  134)  IN- 
i CLUDES  DRUG  STORES  WITH  SODA 
FOUNTAINS  — Drug  stores  with  soda  foun- 
tains must  file  OPS  posters  by  April  25  listing 
! ceiling  prices  on  the  40  main  items  of  food  or 
beverage  sold  at  their  fountains.  The  new 
I regulations  freezes  prices  at  the  exact  amount 
j charged  during  the  week  of  Feb.  3-9,  1952. 


The  OPS  district  offices  are  distributing  the 
posters  which  contain  official  insignia  and 
provide  spaces  for  listing  the  prices  of  40 
items. 

HOUSE  CALENDAR  DELAYS  ACTION  ON 
McGUIRE  FAIR-TRADE  BILL  (HR  5767). 

Speaker  of  the  House  Rayburn  said  the 
crowded  House  calendar  won’t  permit  the 
measure  to  be  called  up  on  the  floor  before 
Congress  returns  from  its  Easter  recess  on 
April  20.  Friction  between  American  Fair 
Trade  Council’s  John  W.  Anderson  and 
N.A.R.D.’s  John  Dargavel  may  result  in  no 
fair-trade  bill  enactment  during  this  session 
of  the  Congress.  Both  of  these  men  are  work- 
ing for  exactly  the  same  results  — to  cure 
the  “nonsigner”  defect  pointed  out  in  the 
Schwegmann  decision  and  to  prevent  inter- 
state price-wrecking  as  condoned  by  the 
Wentling  decision.  If  through  some  miracle  a 
compromise  could  be  reached  as  to  the  pro- 
visions of  a jointly  approved  Bill,  then  I be- 
lieve we  would  have  little  trouble  of  getting 
enactment  at  this  session  of  the  Congress.  The 
House  schedule  is  now  jammed  with  appro- 
priation bills.  A recent  observation  says: 
“Outside  chance  left  is  to  squeeze  the  Mc- 
Guire bill  in  between  appropriations  bills 
sometime  before  April  10  (when  recess  be- 
gins). One  argument  being  used  on  House 
members  is  that  they  won’t  be  able  to  enjoy 
their  vacations  back  home  unless  the  fair 
trade  bill  has  been  passed.” 

MAKE  HOTEL  OR  CABIN  RESERVA- 
TIONS EARLY  * RAPID  CITY  CONVEN- 
TION — JUNE  18.  19,  20.  1952.  Leon  Hobart, 
proprietor  of  Hobart  Drug,  613  Main  Street, 
Rapid  City,  South  Dakota  is  Chairman  of  the 
Housing  Committee  for  this  year’s  Pharma- 
ceutical Association  Convention.  Tourist  traf- 
fic is  likely  to  be  quite  heavy  at  convention 
time,  so  you  are  urged  to  write  Leon  Hobart 
for  hotel  or  cabin  reservations  as  soon  as  pos- 
sible. Give  first  and  second  choice,  number 
in  party,  time  of  expected  arrival,  etc.  Con- 
vention activities  will  begin  with  the  Vet- 
eran’s Banquet  at  noon  on  June  18. 
RESTRICTIVE  SALES  AND  DRUG  STORE 
MERCHANDISING  PROGRAMS  CLASH  — 
Our  pharmacy  law  on  the  one  hand,  says, 
“It  shall  be  unlawful  for  any  person  other 
than  a registered  pharmacist  to  retail,  com- 
pound or  dispense  drugs,  medicines,  or 
poisons  or  to  open  or  conduct  any  pharmacy 
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or  store  for  retailing,  compounding  or  dis- 
pensing drugs,  medicines,  or  poisons  except 
as  herein  provided.”  On  the  other  hand,  the 
trend  in  merchandising  techniques,  is  to  offer 
complete  self-service  for  nearly  all  drug  store 
merchandise,  except  prescriptions.  When  the 
retail  sale  of  a drug,  medicine  or  poison  is 
restricted  to  someone  who  has  a professional 
knowledge  regarding  the  item,  it  is  assumed 
that  the  seller,  either  directly  or  through 
someone  under  his  supervision,  is  of  assist- 
ance to  the  purchaser.  The  pharmacist  is  re- 
quired to  advise  whenever  the  purchaser  has 
a question.  This  contact  is  always  maintained 
in  over-the-counter  sales  where  the  seller 
acts  under  the  pharmacist  orders.  As  soon 
as  you  eliminate  personal  contact  in  a retail 
sale,  it  becomes  merely  an  exchange  for 
money  which  a slot-machine  can  do  efficient- 
ly. Drugs,  medicines  and  poisons  are  items 
which  affect  the  public  health  and  their  retail 
sale  can  be  restricted  if  the  pharmacist  will 
assume  responsibility  in  their  retail  sale.  The 
pharmacist  who  displays  drugs,  medicines  and 
poisons  for  self-service  opens  the  way  for  un- 
restricted sales  of  the  same  items  by  non- 
pharmacy outlets.  The  second  District  of 
Boards  and  Colleges  of  Pharmacy  recently 
opposed  self-service  display  for  the  sale  of 
drugs  and  medicines  and  also  the  location  of 
drug  store  departments  in  supermarkets. 
Several  state  Boards  are  already  cracking 
down  on  self-service  display  of  drugs  and 
medicines,  even  in  drug  stores.  The  retail 
pharmacy  is  now  at  the  crossroads.  Restric- 
tive laws  and  regulations  can  be  upheld  and 
enforced  if  the  pharmacist  will  assume  re- 
sponsibility in  the  retail  sale  of  all  drugs, 
medicines  and  poisons.  To  offer  restricted 
drugs,  by  way  of  self-service  display  is  only 
inviting  more  competition  which  will  event- 
ually include  all  packaged  drugs,  medicines 
and  poisons  except  prescription  legend  drugs 
and  narcotics.  This  self-service  trend  needs 
our  attention  NOW,  before  it  is  too  late. 

Bliss  C.  Wilson,  Secretary 


For  Sale: 

GIBSON  CARD  CASE 

Blonde  Finish — Like  New 
Priced  Right 
Call  or  Write 

Yankton  Drug  Co..  Yankton,  S.  Dak. 
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Advertisement 

From  where  1 sit 
Joe  Marsh 


Experienced  Hand 
Wanted 

Gappy  Miller’s  back  from  visiting^ 
some  relatives  and  tells  about  a big 
storm  that  knocked  out  the  electric 
power  for  miles  around. 

Naturally,  the  local  power  company 
was  doing  everything  possible  to  re- 
store service  hut  folks  kept  calling  in 
and  one  woman  gave  them  a new  twist. 

“I  don’t  mind  not  having  lights,” 
she  grumbled,  “but  I’ve  got  20  cows 
in  my  barn  and  they  all  have  to  be 
milked  by  machine.  Nobody  around 
here  seems  to  know  how  to  milk  a 
cow  by  hand  any  more.” 

From  where  I sit,  ifs  only  too  easy 
to  forget  how  to  do  something — even 
as  simple  as  milking  a cow — if  we 
don't  keep  at  it.  And  that  goes  for 
practicing  tolerance,  too.  Like  forget- 
ting our  neighbor  has  a right  to  decide 
for  himself — how  to  practice  his  pro- 
fession . . . whether  or  not  to  have  beer 
with  his  meals.  If  we  don’t  keep  the 
other  fellow’s  point  of  view  constantly 
in  mind  we’re  liable  to  have  our  free- 
doms “milked”  away. 


Copyright,  1952.  United  States  Brewers  Foundation 
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Intestinal  Obstruction* 

Philip  Thorek,  M.D. 

Chicago,  Illinois 


The  problem  of  intestinal  obstruction  still 
continues  to  present  a diagnostic  and  thera- 
peutic challenge  to  the  surgeon  and  practi- 
tioner alike.  Despite  the  many  recent  ad- 
vances in  electrolyte  balance,  intestinal 
siphonage,  caloric  requirements  and  surgical 
technique,  the  mortality  continues  to  remain 
high.  Any  plan  which  aids  in  the  early  diag- 
nosis and  treatment  of  the  obstructing  lesion 
helps  further  to  reduce  the  number  of  fatal- 
ities. Wangensteen,  Haden,  Orr,  Coller  and 
many  others  have  contributed  monumental 
stepping  stones  which  enable  us  to  under- 
stand the  pathologic  physiology  of  this  con- 
dition. 

Intestinal  obstruction  is  a symptom  com- 
plex and  not  a disease,  hence  it  is  not  enough 
to  make  a diagnosis  of_  “just  intestinal  ob- 
struction.” In  attacking  this  problem  we  have 
devised  a plan  whereby  we  can  make  an 
earlier  and  more  thorough  diagnosis,  thus  en- 
abling proper  therapy  to  be  instituted  more 
rapidly.  To  correctly  diagnose  the  condition 
it  is  necessary  to  ask  and  answer  the  follow- 
ing four  questions: 

(1)  Is  this  an  intestinal  obstruction? 

(2)  Is  it  a large  or  small  bowel  obstruction? 

(3)  Is  it  strangulated  or  non-strangulated? 

(4)  Is  the  obstruction  complete  or  in- 
complete? 

In  answer  to  question  number  one:  “Is  this 
an  intestinal  obstruction?”;  we  expect  to  find 
the  obstructive  triad,  namely,  distention,  ob- 
stipation and  vomiting.  Even  though  the 
triad  may  be  present  wholly  or  in  part,  its 
individual  parts  call  for  clarification.  In  re- 
gard to  distention,  one  must  define  what  he 
means  by  the  term.  Since  we  have  no  stand- 
ard for  m.easuring  the  distended  abdom,en,  we 
have  decided  to  utilize  the  anatomic  relation- 

*Presented at  the  Seventieth  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association,  Aber- 
deen, South  Dakota,  June  4,  1951. 

From  the  Departments  of  Surgery,  University  of 
Illinois,  Cook  County  Graduate  School  of  Medicine, 
Cook  County  Hospital,  American  Hospital  and 
Alexian  Brothers’  Hospital. 


ship  of  the  umbilicus  to  the  xiphoid  process. 
We  believe  that  the  normal  abdomen  is  scap- 
hoid and  not  flat,  hence  the  umbilicus  is  nor- 
mally placed  below  the  xiphoid.  When  the 
umbilicus  is  on  a level  with  the  xiphoid,  the 
abdomen  is  called  flat,  and  when  the  um- 
bilicus is  above  the  xiphoid,  the  abdomen  is 
described  as  being  distended.  Therefore, 
when  the  umbilicus  is  on  a level  with  or 
above  the  xiphoid,  some  pathologic  condition 
exists.  When  such  an  abnormally  placed  um- 
bilicus is  found  we  consider  the  differential 
diagnosis  of  the  seven  “F’s”,  namely,  Fat, 
Feces,  Fluid,  Flatus,  Fetus,  Fibroids  and 
“Ph”antom  tumors.  In  almost  every  case  one 
of  the  “F’s”  has  been  found  to  be  the  underly- 
ing cause.  It  is  important  to  record  the  posi- 
tion of  the  umbilicus  when  the  patient  enters 
the  hospital,  and  to  re-check  this  every  hour 
thereafter.  If  the  umbilicus  is  below  the 
xiphoid  when  the  patient  is  first  seen,  and  one 
hour  later  is  found  on  a level  with  the  xi- 
phoid, this  signifies  early  distention.  In  this 
way  we  can  avoid  the  development  of  a late 
preterminal  distention  that  so  many  neglected 
intestinal  obstructions  present.  Regarding 
obstipation,  we  know  that  the  average  intes- 
tinal obstruction  passes  neither  feces  nor 
flatus,  but  we  also  recall  that  this  may  be 
lacking  in  incomplete  obstruction  as  for  ex- 
ample in  Richter’s  hernia,  in  which  only  part 
of  the  circumference  of  the  bowel  is  incar- 
cerated. In  such  cases  the  resulting  irrita- 
tion and  hyperperistalsis  may  even  lead  to  a 
diarrhea  which  can  be  most  misleading  when 
one  makes  a diagnosis  of  intestinal  obstruc- 
tion. Vomiting,  will  be  more  thoroughly  dis- 
cussed under  question  number  two.  Regard- 
less of  the  absence  or  presence  of  the  obstruc- 
tive triad,  it  is  far  more  important  to  elicit 
the  one  pathognomonic  finding  of  intestinal 
obstruction,  namely,  that  pain  and  intestinal 
sounds  appear  at  the  same  time.  This  synchro- 
nization of  sound  with  pain  differentiates  in- 
testinal colic  from  any  other  type  of  inter- 
mittent pain.  The  physician  should  place  his 
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stethoscope  upon  the  patient’s  abdomen 
when  he  states  that  he  is  getting  his  pain,  and 
if  it  is  of  an  intestinal  nature  he  will  hear  the 
rushing  bowel  sounds  at  this  time. 

Question  number  two,  namely,  “Is  this  a 
large  or  small  bowel  obstruction?”  The  most 
important  differentiating  factor  to  this  ques- 
tion is  whether  or  not  vomiting  is  present  or 
absent.  Patients  with  large  bowel  obstruc- 
tions do  not  vomit,  but  those  with  small  bowel 
obstructions  do.  We  all  have  seen  late  cases 
of  large  bowel  obstructions  where  vomiting 
has  been  present  as  a late  and  not  too  dis- 
tressing symptom,  but  in  the  small  bowel 
lesions  vomiting  appears  very  early.  The 
higher  the  obstruction  the  more  fulminating 
the  vomiting.  Utilizing  this  one  fact,  we  can 
usually  differentiate  the  small  from  the  large 
bowel  obstructions.  To  use  the  word  “fecal” 
vomiting  as  being  descriptive  of  intestinal  ob- 
struction is  incorrect.  The  term  “feculent”  is 
more  descriptive,  since  fecal  vomiting  refers 
to  a gastrocolic  fistula  or  some  similar  lesion. 
The  flat  Roentgenogram  film  is  used  to 
further  differentiate  the  small  from  the  large 
bowel  obstruction.  It  is  unnecessary  to  stand 
or  turn  the  patient  or  to  give  him  any  contrast 
media.  A flat  Roentgenogram  film  which  can 
be  taken  with  a portable  machine  will  usually 
give  the  desired  information.  If  the  obstruc- 
tion is  a large  bowel  lesion,  the  Roentgen- 
ogram plate  usually  reveals  a large  distended 
colon  which  appears  as  a horseshoe  or  in- 
verted “U.”  The  rectosigmoid  is  the  most 
common  location  for  these  lesions.  If,  on 
the  other  hand,  the  obstruction  is  small 
bowel  in  nature,  the  typical  paralleling  or 
step-ladder  pattern  will  be  present.  The  his- 
tory also  aids  in  differentiating  the  two  types 
of  obstructions.  A slow,  progressive,  chronic, 
increasing  constipation  speaks  for  a large 
bowel  lesion,  but  a sudden  violent  attack  sig- 
nifies small  bowel  pathology.  Patients  with 
intestinal  obstruction  who  have  had  previous 
surgery  are  small  bowel  obstructions  until 
proved  otherwise.  The  large  bowel  obstruc- 
tion resulting  from  postoperative  adhesions  is 
a rarity.  A two  quart  diagnostic  enema  is 
also  a help.  The  large  bowel  can  usually  re- 
tain two  quarts  of  fluid  plus  its  usual  con- 
tents. If  the  bowel  cannot  take  the  two  quarts, 
this  speaks  for  a large  bowel  lesion.  There 
are  many  other  ways  of  differentiating  the 
two,  but  time  nor  space  do  not  permit  extend- 


ing this  discussion. 

Question  number  three:  “Is  this  a stran- 
gulated or  non-strangulated  intestinal  ob- 
struction?”, can  usually  be  answered  by  the 
presence  or  absence  of  tenderness.  Patients 
with  intestinal  obstructions  do  complain  of 
colicky  pain,  but  the  strangulated  lesion  has 
pain  plus  localized  tenderness.  This  tender- 
ness is  best  found  by  the  patient,  who  will 
usually  locate  the  exact  point  of  the  path- 
ology. The  classical  example  of  this  is  a 
strangulated  inguinal  hernia.  The  patient  has 
diffuse  pain  over  his  entire  abdomen,  but  will 
permit  one  to  palpate  it;  however,  he  resents 
having  pressure  made  over  a strangulated 
mass  because  of  its  exquisite  tenderness.  Our 
incision  is  usually  determined  by  the  location 
of  the  patient’s  tenderness.  Another  differen- 
tiating point  between  the  strangulated  and 
the  non-strangulated  obstruction  is  the  ap- 
pearance of  the  patient.  A patient  who  has  a 
strangulated  intestinal  obstruction  is  acutely 
and  violently  ill  and  usually  is  in  shock  or  im- 
pending shock,  whereas  the  patient  with  an 
intestinal  obstruction  without  strangulation 
does  not  present  such  a dramatic  picture.  The 
flat  Roentgenogram  film  may  aid  in  the  dif- 
ferentiation of  a strangulated  from  a non- 
strangulated  small  bowel  obstruction.  If  a 
small  bowel,  non-strangulated,  intestinal  ob- 
struction is  present,  the  typical  step-ladder 
pattern  is  observed  and  the  valvulae  conni- 
vents  are  readily  seen.  If,  on  the  other  hand, 
a small  bowel  strangulated  obstruction  is 
present,  no  characteristic  bowel  pattern  is  as- 
sumed since  the  distended  loops  arrange 
themselves  in  whatever  portion  of  the  abdo- 
men the  obstruction  occurs.  The  valvulae 
conniventes  are  not  easily  detected  or  seen 
because  of  the  extra-vasation  of  blood  into  the 
strangulated  loop  of  bowel  and  into  the  ab- 
dominal cavity. 

Question  number  four  states:  “Is  this  a 
complete  or  incomplete  obstruction?”  As  has 
been  mentioned,  a patient  with  a complete  in- 
testinal obstruction  passes  neither  flatus  nor 
feces  per  rectum,  but  if  the  obstruction  is 
incomplete  some  flatus  and  feces  may  be  ex- 
pelled especially  with  repeated  enemas.  It  is 
important  not  to  be  misled  by  the  results  of 
the  first  enema,  since  a copius  movement  and 
flatus  may  be  expelled  following  its  admin- 
istration. This,  however,  is  material  which 
is  distal  to  the  lesion.  If  repeated  enemas 
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bring  flatus  and  feces,  then  we  assume  that 
the  lesion  is  incomplete;  if  the  returns  of  the 
repeated  washings  are  clear,  we  conclude 
that  the  obstruction  is  a complete  one.  A 
“scout”  film  of  the  abdomen  should  be  taken 
when  the  patient  arrives.  This  immediately 
reveals  the  bowel  pattern  and  also  determines 
whether  or  not  flatus  is  present  in  the  region 
of  the  hollow  of  the  sacrum.  If  the  flatus  over 
the  sacrum  is  absent  following  repeated 
enemas,  we  consider  the  condition  a complete 
obstruction,  but  if  flatus  continues  to  come 
down  and  appear  over  the  sacral  region,  the 
lesion  is  an  incomplete  one.  A patient  with  a 
complete  obstruction  will  appear  more  ill 
than  one  with  an  incomplete  lesion,  therefore, 
the  clinical  appearance  and  impression  is  of 
importance. 

Based  on  these  four  questions,  one  may 
make  a proper  diagnosis  instead  of  just  “in- 
testinal obstruction.”  The  case,  therefore, 
may  be  diagnosed  as  a large  bowel,  non- 
strangulated,  incomplete  intestinal  obstruc- 
tion, or  a strangulated,  small  bowl,  complete 
intestinal  obstruction,  depending  upon  the 
findings. 

TREATMENT 

When  one  labors  through  the  voluminous 
literature  on  the  subject  of  the  treatment  of 
intestinal  obstruction,  it  becomes  difficult  to 
apply  this  maze  of  material.  It  is  wise,  there- 
fore, to  have  a plan  based  on  a simple  sum- 
mary. We  have  devised  a plan  based  on  the 
six  “S’s”,  since  we  state  that  the  treatment  of 
intestinal  obstruction  consists  of  Suction, 
Saline,  Sanguine,  Surgery,  Sulfa  and  the 
“Stir-’em”  technic. 

Suction,  or  gastro-intestinal  siphonge,  has 
done  much  to  lower  the  mortality  of  this  con- 
dition. It  has  its  pitfalls,  however,  and  these 
must  be  kept  in  mind.  It  has  no  place  in  large 
bowel  obstructions  nor  should  it  be  used  when 
strangulation  is  present.  On  the  other  hand, 
it  may  be  curative  in  postoperative  ileus,  non- 
strangulated  adhesive  obstruction,  or  in  ob- 
struction associated  with  peritonitis;  these  are 
usually  small  bowel  lesions.  Its  value  as  a 
pre-  or  postoperative  adjunct  needs  no  em- 
phasis. To  keep  a patient  with  a carcinoma  of 
the  rectosigmoid  and  a large  bowel  intestinal 
obstruction  on  continuous  siphonage  is  to 
court  disaster.  Hence,  its  uses  and  abuses 
must  be  thoroughly  understood. 

Saline  can  prolong  the  life  of  a patient  with 


an  intestinal  obstruction,  however,  it  cannot 
cure  the  condition.  It  is  an  excellent  form  of 
supportive  therapy.  Chloride  ions  have  been 
lost  in  the  patient  who  has  manifested  a great 
deal  of  vomiting  or  in  whom  continuous 
gastro-intestinal  siphonage  has  been  insti- 
tuted. These  must  be  replaced,  and  it  is 
mainly  by  the  use  of  physiological  saline  that 
the  patient’s  chloride  balance  may  be  main- 
tained. By  restoring  this  electrolyte  balance 
one  if  able  to  put  his  patient  into  better  con- 
dition to  withstand  surgery,  and  in  this  way 
also  to  lower  the  mortality.  Saline,  however, 
is  not  the  only  supportive  therapy  that  the 
patient  needs;  this  will  be  discussed  sub- 
sequently. 

Sanguine  is  the  word  used  to  refer  to  blood 
and  its  derivatives.  We  feel  that  the  only 
place  for  the  use  of  whole  blood  is  in  the  re- 
placement of  lost  red  cells.  We  prefer  to  keep 
the  protein  balance  of  the  patient  normal  with 
plasma,  serum  or  amino  acid  therapy.  If  the 
obstruction  is  associated  with  blood  loss,  we 
feel  that  the  fluid  of  choice  is  then  whole 
blood.  In  many  cases  of  strangulated  obstruc- 
tions, or  in  cases  which  might  necessitate  ex- 
tensive bowel  resection,  whole  blood  is  pre- 
ferred. Maintaining  a normal  protein  level 
permits  a patient  to  properly  seal  because  of 
his  good  fibrin  content.  Hypoproteinemia  and 
hyperchloridemia  are  two  conditions  which 
must  be  avoided  in  cases  of  intestinal  ob- 
struction as  well  as  in  all  other  surgical  emer- 
gencies. Too  little  protein  and  too  much 
chloride  both  produce  tissue  edema  and  per- 
mit the  patient  to  “drown”  in  his  own  body 
juices.  It  is  because  of  hypoproteinemia  and 
hyperchloridemia  that  sutures  pull  out  of 
edematous  tissue.  Faulty  suturing  or  material 
is  not  the  cause  of  intestinal  leakage;  this  is 
due  to  poor  pre-  and  postoperative  care.  The 
patient’s  vitamin  needs  must  be  maintained, 
especially  the  water  soluble  vitamins  B and  C 
which  he  loses  readily.  Vitamin  C is  truly 
the  “surgeon’s”  vitamin  because  this  is  the 
one  which  is  essential  to  sound  wound  heal- 
ing. 

Surgery  is  a subject  which  cannot  be  dis- 
cussed adequately  in  a few  minutes  or  a few 
pages,  and  I will  only  have  time  to  touch 
upon  the  surgical  highlights  as  they  pertain 
to  the  patient  with  an  obstruction.  If  a patient 
has  a strangulation  he  should  have  immediate 
surgery.  As  has  been  stated,  the  patient  will 
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tell  us  where  to  make  the  incision  if  we  just 
permit  him  to  reveal  his  most  tender  spot. 
Complete  large  bowel,  non-strangulated  le- 
sions require  immediate  colostomy  for  the  re- 
lease of  intracolonic  pressure.  We  prefer  the 
so-called  “blind”  cecostomy  in  such  con- 
ditions. This  is  made  through  an  exaggerated 
McBurney’s  incision  which  hugs  the  anterior 
superior  iliac  spine.  If  the  cecum  is  dstended, 
and  it  surely  should  be  in  an  obstructed  colon, 
then  it  bulges  into  the  wound.  It  is  held  in 
place  by  two  forceps  and  an  iodoform  pack 
is  placed  between  the  cecum  and  the  parietal 
peritoneum.  Following  this  stitchless  pro- 
cedure, the  patient  is  returned  to  bed  and  the 
cecum  is  opened  some  six  hours  later  after  it 
has  had  a chance  to  seal  off.  Since  the  bowel 
wall  is  edematous  and  will  not  retain  sutures 
it  is  unwise  to  directly  attack  an  obstructed 
colonic  lesion.  It  is  for  this  reason  that  we 
leave  the  primary  pathology  alone  and  do  a 
preliminary  cecostomy  away  from  the  site  of 
the  lesion.  For  the  following  ten  days  or  two 
weeks  the  patient  may  be  deflated,  prepared 
and  then  re-operated.  It  is  at  this  time  that  a 
true  evaluation  of  the  pathology  can  be  made 
and  a resection  done.  The  cecostomy  acts  as  a 
vent  in  the  event  that  an  intestinal  anastomo- 
sis is  performed.  In  strangulated  lesions  we 
may  be  confronted  with  the  question;  “Is  the 
bowel  which  has  been  freed  viable  or  not?” 
It  seems  impractical  to  stand  about  placing 
hot  towels  on  a segment  of  intestine  and 
watch  its  color.  Viability  is  readily  deter- 
mined if  one  merely  flicks  the  bowel  with  the 
finger  and  watches  for  peristaltic  waves.  If 
it  is  able  to  contract,  regardless  of  the  color 
of  the  intestine,  it  is  viable.  Intestinal  ob- 
struction is  usually  associated  with  a transu- 
date whch  is  present  in  the  peritoneal  cavity; 
if  this  is  bloody  a strangulation  is  present. 
Therefore,  if  a blind  cecostomy  is  done  and  a 
sanguineus  fluid  noted,  we  must  abondon  the 
cecostomy  and  explore  for  the  presence  of  a 
strangulated  lesion.  The  type  of  anastomosis 
performed  is  purely  a personal  one,  however, 
we  feel  that  a lateral  anastomosis  is  the  safest 
in  the  hands  of  the  occasional  operator.  If 
time  is  a factor,  one  should  be  familiar  with 
the  technic  of  the  so-called  quick  “aseptic” 
end  to  end  anastomosis. 

Sulfa  drugs  have  taken  their  place  among 
the  chemotherapeutic  agents  used  in  the 
treatment  of  intestinal  obstruction.  There  is 


also  a place  for  such  allied  drugs  as  penicillin 
and  streptomycin.  Following  the  surgery,  we 
place  3 to  4 grams  of  sulfathiazole  or  sulfa- 
diazine in  the  peritoneal  cavity  and  follow 
this  with  40,000  units  of  penicillin  every  3 or  4 
hours  intramuscularly.  We  do  know  that 
penicillin  will  not  affect  the  colon  group  of 
organisms  but  it  will  attach  streptococci  and 
staphylococci.  Sulfadiazine  is  administered 
intravenously  following  the  first  postopera- 
tive day  and  streptomycin  is  coming  into  its 
own  as  the  main  chemotherapeutic  agent 
against  the  gram  negative  rods.  Sulfasuxidine 
and  sulfathaladine  will  keep  the  bacterial 
count  low  in  the  intestinal  tract  if  these  drugs 
can  be  taken  by  mouth. 

By  "stir-'em"  technic  we  mean  early  am- 
bulation, active  and  passive  movements  and 
breathing  exercises.  The  beneficial  effects 
brought  about  by  getting  patients  out  of  bed 
as  soon  as  possible  have  been  well  proven.  We 
do  not  wish  to  infer  that  early  ambulation 
should  be  carried  to  an  extreme.  It  is  our 
plan  to  have  our  major  surgical  cases  out  of 
bed  on  the  first  postoperative  day,  however, 
each  case  presents  an  individual  problem. 
Having  the  patient  move  about,  having  him 
take  a few  deep  breaths  every  hour,  and  en- 
couraging arm  and  leg  movements  all  play 
their  part  in  lowering  the  incidence  of  phlebo- 
thrombosis,  pulmonary  complications  and 
their  sequelae. 

Only  the  surface  has  been  scratched  in  this 
discussion  of  the  vast  subject  of  intestinal  ob- 
struction, however,  we  feel  that  if  we  ap- 
proach the  problem  with  the  “Four  Ques- 
tions,” make  a diagnosis  based  upon  these, 
and  then  summarize  the  treatment  with  our 
“Six  S’s”,  we  should  have  a logical  approach 
to  a given  case. 


CRIPPLED  CHILDREN 
GET  NEW  HOSPITAL 
IN  HOT  SPRINGS 

Dedication  ceremonies  and  a public  open 
house  marked  the  opening  of  the  State’s  sec- 
ond hospital  and  school  for  crippled  children, 
this  one  to  serve  the  West  River  area.  The 
new  hospital  is  located  at  Hot  Springs. 

The  hospital  is  a 56  bed  affair  with  full  sur- 
gical and  corrective  facilities.  Plans  call  for 
the  hospital  to  open  its  doors  on  July  1. 
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There  is  little  doubt  in  my  mind  that  many 
doctors  and  most  people  in  the  United  States 
of  America  look  upon  the  American  Medical 
Association  as  an  organization  devoted  to  the 
interests  of  the  doctors.  In  many  instances 
the  Association  has  been  referred  to  as  a 
union  or  a trust.  There  are  many  doctors  and 
lay  men  who  are  unaware  of  the  many  serv- 
ices offered  by  the  American  Medical  Asso- 
ciation to  the  public  of  our  country.  It  is  with 
these  services  in  mind  that  I appear  today  to 
discuss  with  you  the  activities  of  the  Amer- 
ican Medical  Association  and  I feel  that  such 
a discussion  at  this  time  in  the  history  of  the 
United  States  of  America  is  important. 

A constant  reaffirmation  of  the  fundamen- 
tal and  eternal  values  is  needed  more  in 
America  today  than  ever  before  in  our  his- 
tory. Too  many  of  our  people,  made  soft  by 
the  cornucopia  of  democracy  and  unapprecia- 
tive of  the  blessings  which  are  coming  to 
them,  are  inclined  to  listen  to  the  propaganda 
which  is  heard  over  the  radio  and  printed  in 
newspapers  and  magazines  and  presented  as 
the  brain  child  or  so-called  economists  who 
infest  our  centers  of  learning  and  who  have, 
during  recent  years,  gained  the  spotlight  in 
the  united  States  by  their  activities  in  govern- 
ment affairs.  There  is  nothing  so  discourag- 
ing to  one  interested  in  the  permanency  of  a 
government  which  has  been  established  to 
protect  individual  rights  than  to  hear  con- 
stantly through  many  channels  that  the  gov- 
ernment should  become  larger,  more  bureau- 
cratic, more  centralized,  should  have  more 
money  and  should  support  and  pay  more 
people. 

We  Americans,  a rich  people  actually 
stupified  by  opulence  in  all  ranks  of  our 
national  life,  find  ourselves  being  led  down 
the  socialistic  way  of  Marx  to  eventual  collec- 
tivism and  communism  and  we  offer  feeble 
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resistance.  We  seem  willing  to  turn  over  to 
government  employees  all  of  our  responsibil- 
ities. As  most  of  our  people  sit  idly  by  enjoy- 
ing the  wealth  of  this  country,  certain  polit- 
ical forces  insist  that  we  must  “go  broke”  in 
order  to  continue  in  riches  and  that  govern- 
ment spending  and  pump  priming  is  the  only 
way  to  success.  So  we  approach  the  bar  of 
bankruptcy  on  the  skis  of  inflation  and  soon 
history  will  record,  the  Americans  were  a 
great  people. 

And  who  among  us  has  not  listened  with  in- 
terest to  the  economist  and  the  social  worker, 
who  in  many  instances  have  one  aim  and 
purpose  in  life,  namely  to  spread  the  gospel 
of  individual  dependency.  It  is  the  theory 
that  the  individual  has  a right  to  become  more 
and  more  dependent  upon  government  and 
that  government  has  the  right  to  collect  more 
and  more  taxes  to  support  people  that  is  lead- 
ing us  into  a pathological  social  state  which 
will  destroy  America.  We  hear  these  theories 
and  doctrines  frequently  supported  by  elected 
officials,  ranking  labor  leaders,  some  in- 
dustrialists and  capitalists  and  members  of 
the  clergy  and  the  professions,  who  in  many 
instances  are  uninformed  and  overcome  by 
humanitarian  instincts.  It  is  indeed  easy  to 
support  these  theories  and  doctrines  if  we 
desire  to  pass  a constantly  increasing  debt  to 
the  taxpayers  of  this  and  future  generations 
and  give  more  and  more  power  to  those  who 
would  like  to  establish  themselves  perm- 
anently in  the  nation’s  capitol  as  dictators  of 
a dependent  people. 

There  is  too  little  appreciation  of  the  fact 
that  democracy  as  we  know  it  in  America 
today  has  made  us,  the  sons  and  daughters  of 
immigrants,  the  richest  people  in  the  history 
of  the  world  in  less  than  200  years.  When  you 
stop  to  consider  that  Americans  own  the 
greater  percentage  of  everything  worth  own- 
ing in  the  world,  one  wonders  why  so  many 
people  should  be  out  to  disturb  and  destroy 
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such  a desirable  situation.  Here  we  have  the 
greater  percentage  of  the  world’s  radios,  tele- 
vision sets,  automobiles,  good  clothes,  food, 
gold,  stocks  and  bonds,  recreations  of  all 
kinds,  homes  and  freedom  of  speech,  of  re- 
ligion, of  the  press  and  freedom  of  assembly. 
There  are  few  in  our  country  who  do  not  have 
some  or  all  of  these  luxuries.  Certainly  the 
poorest  in  America  have  more  of  these  desir- 
able possessions  than  do  many  of  the  so-called 
wealthy  people  in  other  countries.  It  has  not 
been  written  or  decreed  that  everyone  should 
possess  all  luxuries  but  it  is  our  belief  here 
in  America  that  all  should  have  opportunity 
to  gain  as  much  of  the  world’s  goods  as  they 
can  properly  earn  through  their  own  efforts. 
God  created  us  equal  as  far  as  opportunity  is 
concerned  but  he  did  not  intend  to  create 
men  equal  mentally  and  physically  and  there 
shall  never  be  a time  or  a place  when  we  shall 
be  equal  in  worldly  possessions  although  we 
Americans  have  come  closer  to  this  than  any 
other  people  in  the  world’s  history.  We  have 
come  to  the  point  in  our  economy  where,  as  a 
matter  of  fact,  we  are  the  only  country  in 
existence  with  anything  substantial  to  offer. 
That  we  are  thoughtful  of  those  who  are  less 
fortunate  is  certainly  proven  by  the  fact  that 
at  the  present  moment  we  are  probably  sup- 
porting a great  portion  of  the  world  as  well 
as  extending  generous  help  and  aid  to  our 
own  less  fortunate.  Almost  every  country  in 
the  world  today  is  the  beneficiary  of  Amer- 
ican democracy  and  in  some  instance  we  are 
giving  money  and  goods  to  countries  which 
are  embracing  ways  of  life  which  are  not  only 
undemocratic  but  irreligious.  We  are  giving 
money  and  goods  to  countries  that  openly 
teach  that  people  were  created  for  the  gov- 
ernment and  not  government  for  the  people. 

The  prescription  of  American  success  has 
been  that  of  private  enterprise  and  owner- 
ship. The  economists  who  have  conceived  the 
senseless  theories  which  hold  only  empty 
promise  are  not  ignorant  men  and  we  must 
therefore  conclude  that  in  some  instances  they 
are  deliberately  deceptive.  We  know  that 
many  of  them  cannot  believe  in  democracy 
and  the  right  of  the  individual  because  they 
do  not  believe  in  God  and  therefore  they 
work  day  and  night  in  the  class  room,  over 
the  radio  and  through  all  channels  to  destroy 
the  belief  of  Americans  in  their  own  way  of 
life  and  lead  them  eventually  into  the  poverty 


and  slavery  of  Stalinism,  collectivism,  social- 
ism or  communism.  It  will  be  a sorry  day 
when  American  students  and  their  older 
fellow  citizens  come  to  believe  that  they  are 
entitled  to  everything  without  effort  on  their 
own  part  or  that  this  government  owes  them 
a living  or  that  dependency  is  an  achieve- 
ment. 

There  is  nothing  new  in  the  foolhardy  eco- 
nomic conceptions  which  we  read  in  our  press 
and  in  our  magazines  each  day.  Hammurabi 
established  a code  two  thousand  years  before 
Christ  and  imposed  controls  over  wages, 
prices,  production  and  consumption  and  his 
country,  Babylonia,  was  wrecked.  Anyone 
with  an  eye  to  see  and  an  ear  to  hear  can 
learn  that  such  bureaucratic  activities,  com- 
ing during  prosperity,  wrecked  Greece,  the 
Roman  empire  and  Spain.  It  has  been  re- 
corded that  the  Incas  were  debilitated  and 
conquered  as  a result  of  ■ the  welfare  state 
which  they  created.  These  are  historical  facts. 
In  our  present  day,  we  have  only  to  look  at 
England,  at  France,  at  Germany  and  at  any 
other  country  in  the  world  which  has  at- 
tempted the  same  program  and  we  will  see 
countries  which  have  been  destroyed  as  world 
powers  and  whose  people  are  poor  and  under- 
nourished because  they  have  been  convinced 
by  politicians  that  it  pays  to  trade  freedom 
for  promised  security.  There  can  be  no  true 
security  which  is  not  established  by  the  in- 
dividual himself  and  the  indivdual  who  is 
over-burdened  by  a bureaucratic  state  will 
have  no  opportunity  to  provide  for  his  own 
security.  If  socialism,  collectivism,  and  com- 
munism had  been  successful  in  any  place  in 
the  world  during  the  long  history  of  the 
world,  there  would  be  some  reason  for  us 
here  in  America  to  consider  changing  the 
fundamental  laws  laid  down  by  our  founders. 
It  would  seem  to  me  that  we  should  be  in- 
telligent enough  to  recognize  the  fact  that 
when  Winston  Churchill  comes  to  the  United 
States  on  a begging  mission  as  he  has  done 
on  one  or  more  occasions  that  his  country, 
proud  England,  has  been  reduced  by  socialism 
and  communism  and  constant  talk  of  individ- 
ual security  to  a point  where  England  is  no 
longer  self-supporting.  It  is  time  that  Amer- 
icans started  to  look  with  jaundiced  eyes 
upon  some  professional  do-gooders  and 
trained  social  workers  and  some  educators 
and  many  politicians  and  others  who  are  con- 


— 164  — 


JUNE  1952 


stantly  advising  greater  security,  more  for 
this  group  at  the  expense  of  some  other 
group,  more  controls,  fewer  states  rights, 
more  government  dictation,  more  bureau- 
crats, more  centralization.  What  they  are 
actually  preaching,  of  course,  is  a doctrine 
which  will  destroy  America  as  it  has  des- 
troyed Babylonia,  Greece,  Rome,  England, 
Germany  and  every  other  country  or  state 
which  has  gone  down  the  welfare  road  advo- 
cating individual  mediocrity  and  leading  its 
people  into  a heaven  of  serfdom  where  some- 
one who  looks  very  much  like  Stalin  is  God. 
There  can  be  no  doubt  at  the  present  moment 
regarding  the  ultimate  aims  and  purposes  of 
this  group.  They  are  not  striving  for  security, 
they  are  not  protecting  individual  liberty, 
they  are  tearing  from  the  hearts  of  American 
students  the  belief  in  God,  undermining 
democracy  and  if  they  are  permitted  to  con- 
tinue without  interruption,  there  is  little 
doubt  that  they  will  eventually  take  down  the 
American  flag. 

One  of  the  organizations  which  has  con- 
stantly opposed  socialism  and  dependency  in 
this  country  is  the  American  Medical  Asso- 
ciation. We  can  say  without  fear  of  contra- 
diction that  there  is  no  other  large  organiza- 
tion which  has  made  the  unselfish  contribu- 
tions to  the  preservation  of  democracy  that 
have  been  made  by  the  doctors  of  this  coun- 
try. The  American  Medical  Association  is 
composed  of  135,000  professional  men  and 
women  and  it  is  a society  organized  for  the 
express  purpose  of  making  contributions  to 
the  health  and  welfare  of  the  American 
people.  It  is  an  organization  which  has  found 
it  necessary  during  recent  months  and  years 
to  use  all  of  its  resources  to  protect  American 
citizens  from  the  inroads  which  are  being 
made  by  the  un-Americans  in  the  fields  of 
individual  liberty  and  states  rights.  The  As- 
sociation has  as  its  objective  “the  promotion 
of  the  science  and  art  of  medicine  and  the 
betterment  of  public  health.”  It  is  an  organ- 
ization which  has  been  created  to  serve  the 
physician  and  the  general  public.  The  Amer- 
ican Medical  Association  each  year  approves 
a very  large  budget.  Millions  of  dollars  which 
are  spent  come  largely  from  our  members  and 
from  our  scientific  publications.  I can  say 
without  fear  of  contradiction  that  a large 
percentage  of  the  money  expended  by  the 
American  Medical  Association  is  for  public 


service.  We  have  created  a Council  on  Med- 
ical Education  and  Hospitals,  a Council  on 
Medical  Service,  a Council  on  Industrial 
Health,  a Council  on  National  Emergency 
Medical  Service,  a Council  on  Pharmacy  and 
Chemistry,  a Council  on  Physical  Medicine 
and  Rehabilitation,  a Council  on  Rural  Health, 
a Bureau  of  Health  Education,  a Bureau  of 
Investigation,  a Committee  on  Cosmetics,  a 
Committee  on  Pesticides,  a Bureau  of  Medical 
Eonomic  Resarch,  a Committee  on  Nervous 
and  Mental  Disease  and  a Committee  on  Re- 
search and  we  support  laboratories  for  chem- 
ical and  microbiological  and  physical  investi- 
gations. The  Commission  on  Chronic  Illiness 
is  supported  largely  by  the  American  Med- 
ical Association,  as  are  many  other  human- 
itarian projects.  The  Association  has  given 
a million  dollars  in  the  past  two  years  to  the 
nation’s  medical  schools  and  individual  mem- 
bers are  giving  each  year  large  sums  to  aid 
the  cause  of  medical  education.  The  Associa- 
tion financed  Blue  Shield  in  its  formative 
period.  During  1951,  $619,973.37  were  given  to 
such  endeavors  as  the  World  Medical  Associa- 
tion, the  National  Research  Bureau,  the  Com- 
mittee on  Careers  in  Nursing,  the  National 
Health  Council,  the  National  Fire  Prevention 
Association,  the  National  Committee  on 
Traffic  Safety,  the  Conference  on  Commun- 
ism, the  Commission  on  Chronic  Illness,  the 
Survey  on  Medical  Education  and  the  Amer- 
ican Medical  Education  Foundation.  The 
sums  given  to  these  endeavors  plus  the  money 
expended  for  the  work  of  the  numerous  coun- 
cils, bureaus  and  other  departments  main- 
tained for  the  public  good  totaled  $2,243,- 
880.42.  During  the  past  few  years  it  has  been 
necessary  for  the  American  Medical  Associa- 
tion through  voluntary  contributions,  and 
later  through  dues,  to  collect  and  expend  hun- 
dreds of  thousands  of  dollars  to  oppose  creep- 
ing socialism  in  this  country.  We  have  carried 
the  burden  in  an  effort  to  bring  to  the  Amer- 
ican people  the  fact  that  Democracy  would 
surely  perish  with  the  advent  of  socialized 
medicine  or  compulsory  health  insurance.  We 
have  slaved  for  hours  and  spent  this  money 
because  we  know  that  good  medicine  cannot 
come  to  the  people  under  bureaucratic  control 
and  because  we  are  Americans  who  know  that 
government  medicine  is  the  first  step  to  all- 
out  socialism  and  dictatorship.  Doctors  have 
fought  and  died  in  all  wars  and  we  are  willing 
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to  give  our  all  on  the  political  front  that  free- 
dom may  not  perish  from  the  face  of  the 
earth. 

We  are,  it  is  true,  a scientific  organization 
endeavoring  to  make  better  doctors  and  to 
have  better  medical  schools.  This  is,  in  the 
final  analysis,  a protection  of  the  public  as 
are  all  the  activities  of  the  American  Medical 
Association.  Our  Washington  office  was 
created  not  to  protect  doctors  but  to  protect 
the  public  from  health  legislation  which 
might  be  enacted  and  not  serve  the  general 
good.  We  are,  therefore,  a public  service  or- 
ganization. Despite  what  may  be  said,  our 
efforts  and  our  work  have  been  unselfish. 
Our  legislative  activities  have  been  for  the 
protection  of  the  people  and  not  for  the  pro- 
tection of  the  doctor.  We  can  justly  state 
that  we  are  serving  America  and  its  peoples 
and  that  even  our  scientific  activities  are  for 
the  improvement  of  doctors,  that  the  people 
may  be  better  cared  for. 

It  is  unfortunate  that  much  of  our  effort 
must  be  devoted  to  a fight  against  socialism. 
In  this  battle  we  are  not  especially  concerned 
with  the  doctor’s  individual  welfare  but  we 
are  concerned  with  the  preservation  of  Amer- 
ican tradition  and  the  American  way  of  life. 
I am  proud  that  we  have  led  the  battle  to  pre- 
serve American  Democracy. 

The  officers  and  trustees  and  those  who  are 
members  of  the  various  councils  of  the  Amer- 
ican Medical  Association  are  making  a tre- 
mendous sacrifice.  The  Board  of  Trustees 
must  spend  much  time  each  year  trying  to 
solve  the  problems  which  are  facing  Amer- 
ican medicine  and  directly  and  indirectly  fac- 
ing the  American  people  as  far  as  their  future 
welfare  is  concerned.  This  is  indeed  a con- 
tribution and  it  is  high  time  that  all  of  us 
came  to  realze  that  there  is  little  honor  in 
such  an  arduous  job  and  that  the  least  any  of 
us  can  do  is  to  support  loyally  those  who  are 
our  leaders  and  who  are  directing  the  Asso- 
ciation in  its  efforts  to  protect  the  health  of 
the  American  people  and  to  protect  demo- 
cracy. Unless  we  can  have  other  organ- 
izations and  professions  doing  the  same  type 
of  work,  the  outlook  as  far  as  American  demo- 
cracy is  concerned  is  indeed  very  poor.  The 
time  has  come  when  every  educated  man  with 
the  ability  to  think  must  rally  to  the  cause  or 
all  that  we  have  won  will  be  lost  and  I think 
we  can  say  to  our  friends  in  the  profession  of 


law,  to  our  friends  in  the  clergy,  to  our  friends 
in  the  engineering  profession,  to  our  friends 
in  the  teaching  profession  and  to  our  friends 
in  all  walks  of  life  “Go  thou  and  do  likewise” 
that  America  may  be  preserved,  that  its 
peoples  may  continue  to  enjoy  luxury  and 
that  they  may  provide,  through  their  individ- 
ual efforts,  for  their  own  security.  It  is  time 
indeed  that  centralized  bureaucratic  dic- 
tatorial government  be  curtailed  in  America 
and  that  bogus  and  decadent  old  world  phil- 
osophies be  forever  done  away  with  and  that 
Americans  be  once  more  taught  pride  in 
achievement  and  that  dishonesty  and  political 
subterfuge  be  banished  from  all  media  of 
communication.  We  must  teach  our  children 
and  our  adults  a respect  for  our  valiant  fore- 
bears and  an  appreciation  for  the  things  which 
we  have  gained  which  have  never  been  at- 
tained by  any  other  people  in  history.  We  as 
members  of  the  American  Medical  Associa- 
tion must  let  it  be  known  in  no  uncertain  way 
that  our  objection  to  the  socialization  of  the 
medical  profession  rests  on  the  basis  that  we 
know  from  bitter  experience  in  other  coun- 
tries that  the  health  of  the  people  cannot  be 
served  by  such  a program,  but  above  all, 
when  such  a program  is  introduced  as  a be- 
gining  of  the  socialistic  of  communistic  state, 
that  not  only  the  health  of  the  people  is  en- 
dangered but  their  liberties,  their  right  to 
worship  as  they  see  fit  and  their  right  to 
think  and  to  speak  and  write  as  they  see  fit, 
are  likely  to  be  lost.  We  in  the  American 
Medical  Association,  a public  service  organ- 
ization, have  and  are  spear  pointing  a fight 
against  the  invasion  of  the  rights  and  liberties 
of  the  people  of  this  country  and  we  are  fight- 
ing a battle  which  is  probably  more  important 
than  any  battle  that  has  been  fought  in  an 
actual  war  within  the  lifetime  of  any  of  the 
present  generation.  America  shall  be  pre- 
served eventually  not  by  bullets  and  not  by 
the  sword  but  by  people  who  have  the  for- 
titude to  tell  the  truth  as  it  has  been  told  by 
the  officers  and  members  of  the  American 
Medical  Association  and  of  our  State  Medical 
Associations  and  County  Societies.  Every 
citizen  must  leave  his  office  and  sacrifice 
some  of  his  recreation  time  and  give  of  his 
money  to  aid  in  the  teaching  of  American 
fundamentals  of  George  Washington,  Abra- 
ham Lincoln,  Benjamin  Franklin  and  Thomas 
Jefferson  will  have  lived  and  fought  in  vain. 
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D iptheria  - - Case  Reports* 

By  J.  M.  Hermanson,  M.D..  Valley  Springs, 
South  Dakota 


Dr.  Billion  suggested  that  these  cases  might 
be  somewhat  interesting  to  present,  not  only 
because  it  is  fairly  rare  nowadays  but  because 
the  possibility  always  exists  of  seeing  a case 
at  any  time.  I remember  very  well  when  I 
was  in  school  that  they  talked  about  diptheria 
and  told  us  about  it  and  that  chances  are  we 
would  probably  never  see  a case.  I always  did 
wonder  from  time  to  time  if  I would  recognize 
a diptheria  case  if  I did  see  it.  I probably 
wouldn’t  have,  except  that  these  cases  were 
so  far  advanced  when  they  were  seen,  that 
there  were  no  doubts  as  to  what  they  were. 
They  both  occured  just  outside  of  Valley 
Springs  in  a family  of  7 children.  Two,  of 
the  children  apparently  came  down  with 
Diptheria  at  the  same  time.  I think  the  ex- 
posure was  from  relatives  in  Boone,  Iowa. 
They  apparently  had  had  spiratic  cases  down 
there  all  year  and  my  patients  had  been  there 
visiting  just  a short  time  before.  The  ages  of 
the  children  were  2 and  5. 

I might  say  first  they  were  seen  at  home 
on  the  15th  of  September.  When  I got  out  to 
the  house  the  folks  said  they  had  been  quite 
sick  for  at  least  3 days.  That  is,  they  had 
been  running  fairly  high  fevers  and  had  just 
been  getting  progressively  worse  as  they  had 
been  marked  for  at  least  3 days  and  thought 
it  might  have  been  a day  or  two  be- 
fore that.  When  I saw  them  they  had  the 
typical  bow  neck,  both  sides  way  out.  The 
breathing  was  slightly  labored  but  it  was  not 
the  original  obstruction  type.  There  was  a 
greyish  membrane  covering  both  tonsils  and 
posterior  pharynx.  Their  temperatures  were 
both  between  102  and  103.  I sent  them 
right  into  the  hospital  and  ordered  cultures 
and  started  them  on  antitoxin.  The  cultures 
later  turned  out  positive  and  some  very  good 
slides  were  obtained  from  the  cultures. 
Ronald,  the  5 year  old,  was  skin  tested  'and 
was  sensitive  to  the  antitoxin  and  had  to  be 

* Presented  at  the  McKennan  Hospital  Annual 
Staff  Clinic  Meeting,  November  29,  1950,  Sioux 
Falls,  South  Dakota. 


given  the  diptheria  antitoxin  in  divided  doses. 
He  got  20,000  units  the  first  day.  He  came  to 
see  me  at  noon  on  the  15th  and  died  at  noon 
on  the  16.  He  received  20,000  units  that  1st 
day  and  about  50,000  units  the  next  day.  Dur- 
ing the  twenty-four  hours  that  he  was  there, 
he  became  progressively  worse.  Another 
doctor  saw  both  of  them  and  did  not  feel  that 
it  was  an  urgent  thing  and  that  they  should 
not  have  tracheotomies.  The  other  was  just 
an  overwhelming  toxemia.  The  heart  began 
to  get  irregular  and  weaker  and  it  was  just 
gradually,  progressively  a downhill  course. 
The  breathing  became  more  labored  but  it 
was  not  stridulous  breathing.  They  also  were 
given  600,000  units  of  penicillin.  He  was  given 
250  cc.  of  5%  glucose  in  water  subcutan- 
eously. He  had  a typical  blood  picture  and  his 
white  count  was  about  16,700  about  84^? 
polyes,  15%  lymphs,  and  his  hemoglobin  was 
81%  , red  blood  cells  4,900,00.  So  it  was  rather 
a typical  picture  of  diptheria  all  the  way 
through.  We  found  the  heart  had  stopped 
beating  about  24  hours  after  he  was  admitted 
to  the  hospital. 

As  far  as  the  other  boy,  Dennis,  was  con- 
cerned his  picture  was  very  much  the  same. 
His  73%  hemoglobin,  3,600,000  red  blood  cells, 
19,600,  white  blood  cells  and  90%  polyes,  90% 
lymphs.  He  lived  for  3 days  after  he  was 
admitted  to  the  hospital.  His  course  was 
kind  of  eratic  at  first.  He  didn’t  seem  too  bad. 
Then  he  got  worse,  to  the  point  where  I didn’t 
think  he  would  live  but  a matter  of  a few 
minutes  or  hours  at  the  most.  Then  he  ral- 
lied for  a day  or  so.  The  day  that  he  died,  he 
developed  an  anarrhea  and  in  the  same  way  as 
the  other  boy,  the  heart  became  irregular  and 
rapid  and  weak.  It  was  the  same  picture  as 
the  other  one.  He  also  got  20,000  units  of 
diptheria  antitoxin  the  first  day  and  600,000 
units  of  penicillin.  He  got  50,000  units  of 
diptheria  anttoxin  the  next  day,  40,000  the 
following  day.  He  also  received  the  sub- 
cutaneous infusions  of  glucose.  He  was  under 

(Continued  on  Page  173) 
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S.  D.  Towns  Help  Themselves  to  Solve  Doctor  Shortage 

by  John  C.  Foster,  Executive  Secretary 
South  Dakota  State  Medcal  Association 
Sioux  Falls,  South  Dakota 


For  the  past  several  years  there  has  been 
much  discussion  and  many  reams  of  paper 
written  concerning  rural  doctor  shortages 
although  the  people  who  have  close  acquain- 
tanceship with  the  problems  of  rural  health  in 
these  areas  have  felt  the  doctor  shortage  was 
not  as  much  a shortage  as  it  was  a maldistri- 
bution. Because  of  this  maldistribution  many 
towns  have  taken  the  law  into  their  own 
hands,  as  it  were,  and  made  themselves  better 
places  to  practice  for  young  physicians.  In 
South  Dakota  the  Rural  Health  Committee 
of  the  South  Dakota  State  Medical  Associa- 
tion and  the  placement  service  of  that  associa- 
tion have  spent  much  time  in  helping  com- 
munities to  help  themselves  to  medical  care. 
A number  of  these  towns  have  done  so.  It 
might  be  interesting  to  review  some  of  the 
situations  in  which  towns  have  secured  a 
physician  for  themselves. 

A Clinic  is  Built 

Woonsocket,  in  central  South  Dakota  has  a 
population  of  1,039  people.  They  built  them- 


Fig.  1 


selves  a $50,000  clinic  (figure  1)  and  rented  it 
at  a nominal  feet  to  attract  a doctor.  It  at- 
tracted Doctor  Bernard  Batt  (figure  2)  who 
has  a number  of  comments  to  make  on  the 
situation  at  Woonsocket. 

“There  are  many  advantages  that  accrue  to 
the  physician  who  is  in  rural  practice,  which 
the  city  physician  can  never  have.  For  in- 
stance there  is  more  intimate  understanding 


of  the  patient’s  problem.  This  refers  not  only 
to  medical  need  but  to  his  family  problems 
and  his  relationship  to  the  community  as  a 
whole.  The  rural  practioner  has  a broad  prac- 
tice which  is  a truly  general  practice.” 

“He  must  be  prepared  to  do  surgery,  de- 
livery a baby,  treat  a cold,  amputate  extrem- 
ities, make  country  calls,  phone  calls  and  even 
brave  a blizzard  once  in  awhile.  When  the 
rural  physician  works  in  a well  equipped 
clinic  such  as  in  Woonsocket  he  truly  has  the 
advantages  of  modern  medical  diagnostic 
means  at  hand.  The  clinics  that  have  been 
established  in  South  Dakota,  are  something 
city  physicians  have  no  conception  of.  Instead 
of  having  a practice  confined  in  a small  office 
space,  all  available  facilities  are  at  hand  in  a 
modern  clinic.  Rural  communities  best  serve 
their  medical  needs  by  establishing  clinics 
thus  assuring  medical  care  for  themselves.” 

Of  course,  practice  in  such  communities 
does  have  its  drawbacks  and  occasionally  the 
public  does  not  understand  the  position  of 
their  doctor  and  he  may  misunderstand  his 
public.  It  might  be  pointed  out  that  some  of 
the  people  in  some  localities  feel  that  doctor’s 
charges  are  too  high.  In  checking  through 
this  particular  matter,  it  is  found  to  be  prob- 
ably a lack  of  understanding  of  what  the 
doctors’  charges  represent. 
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A Hospital  Does  the  Job 
In  Platte,  South  Dakota,  population  879,  the 
people  decided  that  the  best  way  to  get  a 
physician  was  to  provide  hospital  beds,  so 
they  converted  a large  home  into  a hospital. 
(Figure  3)  They  equiped  it  with  an  elevator 
and  modern  hospital  materials.  Dr.  E.  F. 
Kalda,  who  located  at  Platte  when  the  hos- 
pital was  opened,  says  that  be  believes  rural 


Fig.  3 


general  practice  is  an  honorable  profession 
and  while  ,it  has  -many  drawbacks  there  is  a 
feeling  of  accomplishment  which  makes  many 
general  practioners  reluctant  to  enter  a spec- 
iality. 

As  to  drawbacks,  he  states  that  one  of 
the  most  disheartening  things  about  being  a 
GP  in  a small  community  is  the  fact  that 
many  people  continue  to  go  out  of  town  for 
conditions  that  could  very  well  be  treated  by 
their  home  town  doctor.  The  only  thing  that 
will  remedy  that  is  time,  for  when  people 
realize  the  local  doctor  is  competent  they  will 
stay  home  for  most  of  their  illnesses.  He  also 
stated  that  another  difficulty  which  goes 
with  rural  general  practice  is  the  black  eye 
which  small  town  doctors  receive  from  doc- 
tors in  larger  towns  to  whom  he  refers  his 
patients.  This  is  a rather  common  complaint 
of  small  town  doctors  who  practice  alone  or 
perhaps  with  one  other  individual.  Doctor 
Kalda  feels  that  this  is  probably  done  un- 
consciously by  the  consulting  physician  but 
he  would  like  to  make  a plea  to  these  consult- 
ants to  be  ever  watchful  of  what  they  say  to 
the  patients  referred  to  them.  When  a small 
town  general  practitioner  makes  a mistake 
it  is  the  feeling  of  the  individual  doctor  in 
most  of  these  cases  that  they  would  rather  be 
upbraided  by  the  specialist  directly  rather 


than  having  that  consultant  run  him  down  in 
the  eyes  of  the  patient. 

Combined  Hospital  Clinic 
Another  community  which  attracted  a doc- 
tor was  Faith,  South  Dakota.  They  are  build- 
ing a hospital  clinic  which  cost  them  about 
$85,000.  Faith  is  in  an  isolated  section 
in  the  northwest  corner  of-  the  state  and 
Doctor  W.  W.  White  is  the  only  physician  for 
many,  many  miles  around,  (figure  4)  Plans 


there  call  for  a sixteen  bed  hospital,  separate 
obstetrical  and  surgical  facilities  space  for  a 
two  bedroom  apartment  for  the  doctor  and 
office  space  for  the  doctor  and  a dentist.  Doc- 
tor White,  who  has  been  practicing  there  for 
the  past  year  or  two,  will  live  in  the  building 
and  operate  the  hospital  section  of  it  which 
will  be  leased  to  him  by  the  community. 

Doctor  White  reports  that  before  coming  to 
Faith  he  had  always  practiced  in  large  cities, 
and  at  present  has  no  desire  to  return.  He 
finds  the  practice  of  medicine  much  more 
satisfying  and  people  much  more  grateful  for 
his  services  in  his  present  community.  The 
people  there  are  well  aware  of  modern  diag- 
nostic procedures  and  he  feels  that  the  day 
of  practicing  out  of  the  little  black  bag  is  gone 
with  the  horse  and  buggy.  To  quote  the  doc- 
tor “This  of  necessity  has  forced  me  to  en- 
large my  field  of  practice  and  to  equip  my 
office  with  diagnostic  equipment  x-ray, 
cardiograph,  basal  metabolism,  laboratory 
facilities  and  so  on.  This  in  turn  has  stim- 
ulated me  to  further  study  in  post  graduate 
work  which  I have  done  in  two  week  periods 
in  courses  in  Chicago  during  the  past  year. 
This,  combined  with  a good  working  library, 
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has  paid  big  dividends  in  the  form  of  further 
diagnosis  and  care  as  well  as  greater  security 
for  myself  and  my  patients.  However,  since  I 
am  145  miles  from  the  nearest  consultant  in 
specialties  and  association  with  other  doctors, 
I must  constantly  be  on  guard  against  too 
much  self-reliance  and  make  it  a must  to  at- 
tend all  medical  society  meetings  that  I can, 
so  I can  find  out  who  is  better  qualified  than 
I am  in  certain  fields,  so  that  my  patients  may 
have  the  benefit  of  their  skill  and  training. 
Such  association  helps  me  in  maintaining  my 
perspective. 

Financially,  the  doctors  in  the  rural  com- 
munities indicate  that  they  are  as  well  off  as 
the  average  many  anywhere  in  general  prac- 
tice. Actually  statistics  coming  from  the  sur- 
vey made  by  the  AMA  Bureau  of  Medical 
Economics  and  the  Federal  Department  of 
Commerce  indicate  that  the  average  income 
is  higher  in  these  communities  than  in  most 
other  places.  As  Doctor  White  points  out  the 
cost  of  living  and  overhead  costs  are  much 
less  in  rural  communities.  He  also  points  out 
that  his  capital  investment,  on  the  contrary, 
is  greater  than  it  would  be  in  the  city  because 
he  must  have  on  hand  much  of  what  ordin- 
arily would  be  provided  in  a hospital  labora- 
tory or  in  a building  in  which  there  is  a group 
of  men  practicing.  Doctor  White,  unlike  most 
of  the  others  interviewed  makes  a point  that 
he  seldom  has  to  make  a home  call  out  of 
town.  He  states  that  people  soon  realize  a 
doctor  can  do  better  work  and  have  better 
facilities  at  the  office  and  that  it  is  more 
economical  for  both  the  patient  and  the  doc- 
tor if  the  patient  comes  to  him. 

A Hospital  and  Much  Work 

Another  community  which  has  done  much 
to  provide  itself  medical  care  is  that  of  Philip. 
There  they  provided  office  space  in  a frame 
hospital  building  and  plenty  of  work  for  Doc- 
tor Kaisch,  who  has  been  busy  ever  since  he 
stepped  into  the  town.  Philip  has  a popula- 
tion of  745.  Doctor  Kaisch  states  that  he’s 
very  satisfied  with  the  practice  he  has,  but 
he  issues  the  same  complaint  that  many  of  the 
others  have,  i.e.,  when  he  sends  patients  to  a 
larger  center  for  consultation  and  services  of 
a specialist,  he  quite  frequently  hears  reports 
that  the  specialists  have  more  or  less  checked 
him  off  as  incompetent  or  as  unimportant. 
As  a result  the  patient  soon  loses  faith  in  the 


small  town  man.  He  has  been  quite  satisfied 
with  small  town  life,  but  fears  the  future  for 
his  children  because  he  feels  the  school  sys- 
tem in  his  town  is  not  as  good  as  it  might  be. 
This  is  true  of  many  rural  communities  where 
local  school  boards  skimp  on  teachers’  salaries 
and  educational  material  and  it  shows  up 
when  the  children  are  at  an  age  when  educa- 
tion means  something. 

Another  community  that  has  managed  to 
acquire  a doctor  for  themselves  is  the  town  of 
Howard.  Howard  is  in  the  eastern  part  of  the 
state  with  a population  of  1,173.  They  pro- 
vided a fertile  field  for  practice  and  nothing 
else.  They  had  no  hospital  but  the  town’s 
astute  business  policies  guaranteed  them  con- 
tinued medical  care.  Doctor  Jerome  Saylor 
bought  a house,  “came  to  stay”  and  has  even 
considered  taking  another  man  in  with  him. 

These  places  described  above  and  others 
such  as  Armour  would  indicate  that  there  is 
a very  definite  area  for  the  general  prac- 
titioner in  the  state  of  South  Dakota.  Armour 
is  a case  in  point.  The  town,  populated  by  740 
people,  needed  a physician  and  after  making 
various  contacts  lined  up  for  that  locality  Doc- 
tor Ronald  Price  and  his  wife  who  is  also  a 
physician.  Between  the  two  of  them,  Drs. 
Ronald  and  Mary  established  themselves  in 
the  community  and  the  community  in  return 
raised  money  to  build  a fine  fourteen  bed  hos- 
pital. The  hospital  itself  was  not  approved 
under  Hill-Burton  legislation  because  it  was 
built  on  the  second  story  of  a store  building, 
but  at  the  same  time  it  provided  adequate 
hospitalization  for  the  people  of  Armour  and 
the  surrounding  area.  The  Drs.  Price  have 
their  offices  in  the  same  building  and  super- 
vise closely  the  care  given  to  people  in  the 
facility.  This  hospital  has  been  an  outstand- 
ing feature  in  overcoming  the  difficulties  of 
small  town  practice.  The  two  doctors  have 
run  into  the  same  difficulties  that  others  have 
mentioned,  including  prejudices,  small  town 
gossip  and  the  rest.  However,  they  are  firmly 
established  and  they  are  proving  rural  med- 
icine can  give  complete  service  at  home. 

D.P.  PHYSICIANS 

One  couldn’t  talk  about  rural  medical  ser- 
vice in  South  Dakota  unless  he  mentioned  the 
part  that  the  displaced  physician  has  done  in 
South  Dakota.  The  program  of  licensing  dis- 
placed persons  physicians  fill  the  needs  of 
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communities  to  which  physicians  were  not 
otherwise  available  was  sponsored  by  the 
South  Dakota  State  Medical  Association  in 
the  1949  session  of  the  legislature.  The  pro- 
gram is  now  in  full  swing  and  many  DP’s  are 
now  in  practice  in  emergency  areas  through- 
out the  state.  In  most  of  the  emergency  com- 
munities, sponsors  helped  the  DP  families 
while  the  doctor  met  the  one  year  internship 
requirements  of  the  law  before  he  began  his 
practice. 

Just  a word  about  the  law,  which  I re- 
ferred to  in  the  last  paragraph.  This  legisla- 
tion provides  that  a doctor  graduated  from  a 
foreign  school  and  displaced  because  of  the 
recent  world  events  could  come  to  practice 
in  South  Dakota  provided  he  meets  several 
requirements.  First,  is  internship  in  a South 
Dakota  hospital  of  not  less  than  fifty  beds. 
Secondly:  approval  by  the  staff  of  that  hos- 
pital that  he  is  compentent  to  practice  in  the 
state.  Third:  passing  of  the  Basic  Science 
examinations.  Fourth:  passing  of  the  medical 
examining  board  examinations  and  finally 
receiving  a four  year  temporary  license  to 
practice  in  an  emergency  area.  The  four  year 
license  will  then  be  reviewed  at  the  comple- 
tion of  this  term  and  the  doctor  issued  a full 
license  to  practice  anywhere  in  the  state  pro- 
vided his  record  meets  with  approval  of  the 
Board  of  Medical  Examiners. 

Language  difficulties  delayed  some  foreign 
educated  doctors  who  found  it  necessary  to  re- 
take the  state’s  basic  science  examination  or 
medical  board  examination.  However,  proof 
of  the  success  of  the  program  lies  in  the  com- 
munities who  now  have  medical  service 
where  they  have  been  without  it  since  the 
war. 


Fig.  5 


Lake  Norden 

Lake  Norden  is  a town  of  343  persons 
in  the  east  central  section  of  the  state  which 
has  been  without  the  services  of  a physician 
since  before  World  War  II.  Doctor  Romans 
Auskap,  (figure  5)  a graduate  of  Riga  Univer- 
sity in  Latvia  has  practiced  there  eighteen 
months  and  upon  investigation  has  been  found 
to  have  an  excellent  practice.  There  is  no 
hospital  in  the  community  but  hospital  ar- 
rangements have  been  made  in  Watertown 
which  is  the  nearest  city  of  any  size. 

Doctor  Auskaps  tells  his  own  story  this 
way:  “To  help  me  start  my  practice  the  local 
community  helped  with  the  down  payment 
for  the  equipment  and  provided  a loan  at  the 
bank  for  a car.  Some  friends  of  mine  at  a 
clinic  in  Watertown  helped  me  out  with  a 
few  things  which  they  could  share  with  me 
so  that  my  office  could  be  equipped  fairly 
well,  (figures  6 & 7).  One  should  keep  in  mind 


Fig.  6 


Fig.  7 

that  the  payments  to  the  bank  and  to  the  sur- 
gical supply  house  constitute  a very  large 
amount  of  money.  It  is  my  thought  therefore 
that  there  should  be  a longer  extension  of 
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loans  or  that  the  local  community  should  take 
some  share  in  it  and  then  expect  a slower  re- 
turn from  the  individual  doctor.  In  my  own 
case,  I was  able  to  make  enough  in  practice  to 
cover  most  of  these  bills.  It  seems  to  me  that 
the  locality  where  I was  placed  really  needed 
a doctor  and  I have  had  plenty  of  work  ever 
since  the  day  I started.” 

Doctor  Auskaps  then  went  on  to  say  that 
there  is  plenty  of  opportunity  in  this  area  for 
recreation  such  as  fishing,  boating,  swimming 
and  hunting  but  he  regrets  the  fact  that  there 
is  not  time  to  do  much  of  it.  He  feels  that  per- 
haps he  has  spoiled  the  people  in  the  area  by 
allowing  them  to  come  to  his  house,  which  is 
also  his  office,  at  any  time  of  the  day  or 
night,  holidays,  vacations,  etc.  mainly  at  the 
convenience  of  the  patient  rather  than  at  his. 
Abuse  of  rural  doctors  time  has  been  one  of 
the  problems  which  he  feels  makes  practice 
difficult.  The  doctor  says  he  would  like  to 
have  more  time  not  only  for  recreation  but 
for  reading  and  occasional  writing. 

Like  most  rural  practitioners  he  voiced 
some  difficulties.  His  principal  one  is  the 
housing  situation.  Some  of  the  houses-  that 
have  been  available  to  rural  practitioners 
have  been  on  a purchase  basis  and  perhaps  in 
buying  equipment  etc.  he  would  be  unable  to 
finance  a house  at  the  same  time.  He  also  in- 
dicated that  in  some  areas  he  found  that 
where  communities  had  arranged  to  bring  a 
doctor  in,  the  sale  price  of  the  only  house 
available  suddenly  jumped  anywhere  from  20 
to  30%  in  price. 

Eagle  Butte 

Eagle  Butte  has  made  an  effort  to  provide 
itself  with  medical  care  through  the  DP  pro- 
gram. Eagle  Butte  is  west  of  the  Missouri 
River  in  the  northwest  central  part  of  the 
state.  It  has  a population  of  247  and  spon- 
sored Doctor  Roman  Hura  while  he  interned 
in  Pierre,  South  Dakota  at  St.  Mary’s  Hos- 
pital. They  helped  him  to  set  up  his  business 
which  has  been  improving  steadily,  although 
slowly.  Doctor  Hura  had  been  handicapped 
by  lack  of  an  automobile  but  now  owns  one. 
Although  he  has  a full  practice  he  finds  cer- 
tain limitations  in  the  size  and  isolation  of  the 
community. 

Isabel 

The  Community  of  Isabel  north  of  Eagle 
Butte  has  population  of  342.  They  sponsored 
a Latvian,  Doctor  Oskars  Ziedaks,  graduate  of 


Riga  University,  while  he  interned  in  Sioux 
Valley  Hospital  in  Sioux  Falls.  He  has  prac- 
ticed in  Isabel  for  over  a year  and  is  very  well 
thought  of  in  his  community.  He  has  already 
endeared  himself  to  the  citizenry  by  trudging 
through  blizzard  drifts  when  his  car  could  not 
be  used  on  the  highways. 

Onida 

Onida  which  is  north  and  east  of  the  state 
capital  secured  the  services  of  Doctor  Alfred 
Rimsa  (figure  8)  and  his  wife  who  is  also  a 


Fig.  8 


physician,  but  who  has  not  been  licensed  in 
the  state.  Onida  has  a population  of  523  and 
had  been  served  previously  by  an  osteopath. 
After  the  arrival  of  Doctor  Rimsa  the  com- 
munity went  ahead  with  the  plans  to  build 
a hospital  and  has  now  completed  that  build- 
ing. (figure  9)  Doctor  Rimsa  was  able  to  get 


Fig.  9 


living  quarters  and  is  now  pretty  well  estab- 
lished in  the  community,  (figure  10)  In  cor- 
respondance  with  Doctor  Rimsa  he  states  that 
after  being  there  two  winters,  his  comments 
on  conditions  would  be  different, than  after 
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Fig.  10 

his  first  winter.  “Due  to  weather  conditions, 
the  hardships  that  have  hit  the  inhabitants 
of  this  community  have  not  passed  by  my 
office.”  He  says  “the  worse  the  weather  the 
fewer  the  patients.  The  people  I meet  come 
from  all  social  classes,  poor  laborers  to 
rancher  millionaries.  They  have  different 
considerations  on  the  life  and  different  con- 
siderations about  me.  However,  I feel  they 
are  coming  to  me  and  we  are  all  friends,  and 
that  their  cooperation  has  been  excellent  ex- 
cept for  some  of  the  poor  paying  habits  they 
have.” 

In  the  community  there  has  been  some  op- 
position which  is  rapidly  being  overcome.  Dr. 
Rimsa  goes  on  to  point  out  that  he  is  not  al- 
ways able  to  give  medical  care  and  treatment 
he  would  like  to  because  of  the  lack  of  exten- 
sive and  expensive  laboratory  and  x-ray 
studies.  He  says  he  must  rely  more  on  phys- 
ical findings  than  history  than  he  would  if 
he  had  a hospital  and  staff  available.  He 
does  have  a situation  however  in  which  he 
can  talk  to  his  wife  who  is  also  a physician 
and  he  feels  that  this  somewhat  compensates 
for  lack  of  consultant  services  in  an  isolated 
rural  area.  He  feels  that  he  is  beginning  to 
fit  into  the  community  in  such  way  that  he 
will  feel  right  at  home  and  the  people  will 
feel  at  home  with  him  without  much  diffi- 
culty. The  hospital  that  they  plan  to  build 
in  Onida  is  a 20  bed  combined  hospital  and 
clinic. 

Other  communities  have  availed  themselves 
of  DP  physicians  with  varying  degrees  of 
success.  What  will  happen  in  the  “emergency” 
communities  after  their  physicians’  receive 
full  licensure  is  anybody’s  guess,  but  for  the 
moment  they  are  filling  a definite  need. 


SUMMARY 

Maldistribution  of  physicians  in  rural  areas  is 
being  remedied  by  placement  in  communities  which 
themselves  have  taken  the  initiative  in  making 
thernselves  more  attractive.  Practice  and  financial 
considerations  are  weighed  against  drawbacks  of 
small  town  life. 

DP  physicians  have  also  filled  some  vacancies 
for  which  American  trained  doctors  were  unavail- 
able. 


DIPTHERIA — (Continued  from  Page  167 
oxygen  for  about  2 or  3 days.  His  breathing 
was  the  same  as  the  other  boy’s.  It  was  some- 
what labored  but  not  stridulous.  The  first 
time  he  went  into  a relapse,  he  was  given 
coramine,  a half  a cc.  and  repeated  several 
times  which  did  help.  That  was  the  time  that 
he  kind  of  snapped  out  of  it  and  we  thought 
he  might  make  it.  But  it  was  just  a matter 
of  hours  before  he  again  relapsed  and  then 
went  right  out.  In  both  of  these  cases,  their 
temperature  dropped  within  a matter  of 
about  6 to  12  hours  after  they  were  admitted 
to  the  hospital.  They  dropped  from  about 
102  down  to  99  rectally. 

The  use  of  the  diptheria  antitoxin  always 
will  be  debated,  but  in  these  cases,  I can’t  see 
that  it  made  any  difference.  We  went  by 
Beckman’s  recommendations  as  to  amount. 
Beckman  recommends  that  on  a child  30  to  90 
lbs.  in  weight.  But  the  malignant  type  of 
diptheria,  the  most  severe  type,  he  recom- 
mends 10  to  20,000  units  of  antitoxin.  We 
gave  them  both  20,000.  I do  think  there  are 
a lot  of  men  that  give  even  higher  doses  on 
the  intial  dose.  On  one  we  couldn’t  do  it  be- 
cause he  was  sensitive.  The  other  one  prob- 
ably could  have  been  given  50  or  even  a 
hundred  thousand  units  on  that  first  dose.  I 
don’t  think  that  the  outcome  would  have  been 
any  different  because  they  were  too  far  ad- 
vanced when  we  saw  them.  They’d  had  it,  I 
imagine,  from  the  onset  about  4 or  5 days. 
The  antitoxin  just  didn’t  seem  to  make  any 
difference  in  their  actions.  I’ve  also  read  as 
far  as  penicillin  is  concerned  that  some 
authorities  believe  penicillin  perhaps  helps 
cure  the  case  but  they  believe  that  occasion- 
ally they  find  more  complications  after  they 
recover  from  the  diptheria.  I don’t  think  they 
actually  know  about  that  part,  but  I have  read 
it  in  the  literature.  I feel  that  there  are  some- 
times more  complications  when  penicillin  is 
given  then  when  it  isn’t. 

ltbsap.y  of  the 
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by  Roy  E.  Jernsirom.  Rapid  Ciiy,  S.  D. 


My  elevation  to  the  office  of  the  President  of  the  South 
Dakota  State  Medical  Association  was  one  of  the  proudest 
moments  of  my  life.  It  also  was  a moment  of  realization 
that  along  with  a great  honor  there  had  also  been  given  me 
a great  responsibility. 

I feel  my  task  is  to  first  keep  intact  the  advances  accom- 
plished so  capably  by  my  predecessors  and  in  addition  to  do 
my  best  with  your  help  to  initiate  new  projects  which  will 
be  beneficial  to  both  the  public  and  the  medical  profession. 

In  this  endeavor,  I sincerely  ask  for  the  help  of  all  of  you.  Working  together  and  helping  each 
other  I know  we  can  successfully  carry  out  the  program  which  I have  set  up  for  the  coming 
year.  You  must  realize  that  this  program  is  not  just  my  idea  but  most  of  it  is  a result  of  con- 
clusions reached  by  the  Council.  It  is  my  job,  with  the  help  of  the  other  officers  and  the  en- 
tire membership,  to  do  my  best  to  see  to  it  that  it  is  carried  out. 

Some  of  my  ideas  will  undoubtedly  die  because  they  may  not  be  good  and  sound  enough 
to  merit  sufficient  support.  If  so,  well  and  good;  that  is  the  way  it  should  be. 

I hope  the  Association  will  look  with  favor  on  the  following.  Only  one  is  really  new;  the 
others  are  only  additions  to,  or  changes  of,  the  policy  already  in  use.  My  small  addition  will 
be  a functioning  Press-Radio-Hospital-Medical  Code.  With  a code  like  this  working,  I feel 
certain  we  can  avoid  any  unfavorable  newspaper  and  radio  publicity  we  have  suffered  in  the 
past. 

Public  Relations  is  an  extremely  important  problem  and  efforts  will  be  made  to  help  the 
district  societies  to  develop  a successful  program.  We  are  not  perfect  but  I feel  we  have  a great 
deal  to  tell  the  public  that  is  in  our  favor.  The  unfavorable  things  should  be  corrected.  The 
AM  A has  a great  deal  of  literature  on  this  subject  and  it  will  be  your  officers  job  to  get  it  to 
you.  I 

Another  problem  needing  more  of  our  attention  is  Voluntary  Health  Insurance.  More  of  ( 
this  later.  This  is  a legislative  year.  If  you  have  any  ideas,  let  your  Councillor  know.  Please  ■; 
use  him.  ^ 

tj 

With  the  help  of  the  Councillor  and  the  Executive  Committee,  I have  tried  to  make  good  j 
committee  appointments.  If  you  are  unable  to  function,  please  let  John  Foster  or  me  know  :] 
immediately.  The  success  of  the  Association  for  the  coming  year  depends  on  the  committees,  j 

As  a final  note  will  the  district  secretaries  send  me  the  dates  of  their  summer  and  fall  meet-  ; 
ings  as  soon  as  possible.  Late  fall  and  winter  visits  from  Rapid  City  to  East  River,  South  Dakota  ! 
are  very  uncertain. 

1'^ 

}'i 

Roy  E.  Jernstrom,  M.D. 
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INDIAN  AGENCY  AGREEMENT 

The  agreement  between  the  Medical  Asso- 
ciation and  the  Bureau  of  Indian  Affairs  is 
now  in  operation.  A copy  of  the  fee  schedule 
was  mailed  with  the  May  Journal.  Following 
is  a statement  by  the  Agency  Area  Director 
which  is  published  for  the  information  of  all 
concerned; 

The  Bureau  of  Indian  Affairs,  acting 
through  the  Area  Director  of  the  Aberdeen 
Area  Office,  Aberdeen,  South  Dakota,  and 
the  South  Dakota  State  Medical  Association, 
Sioux  Falls,  South  Dakota,  have  entered  into 
an  agreement  for  use  of  the  schedule  of  fees 
approved  by  the  South  Dakota  State  Medical 
Association  under  which  medical  services  of 
private  practicing  physicians  in  the  State  of 
South  Dakota  will  be  provided. 

It  is  to  be  remembered  that  hospital  and 
medical  services  are  provided  on  each  of  our 
reservations  in  the  State  of  South  Dakota 
with  the  exception  of  the  Crow  Creek  Agency, 
Fort  Thompson,  South  Dakota.  This  agree- 
ment is  for  those  patients  referred  to  private 
physicians  by  the  superintendent  of  the  reser- 
vation involved  and  for  emergency  treatment 
of  eligible  Indians  who  may  need  care  away 
from  the  reservation. 

It  will  be  the  procedure  that  authorizations 
issued  by  the  superintendent  of  the  unit  in- 
volved accompany  each  patient  referred  to 
private  physicians  for  medical  treatment. 

Eligibilily 

The  superintendent  of  each  reservation  in 
South  Dakota  has  the  authority  to  determine 
the  eligibility  of  an  Indian  on  his  reservation. 
Questions  of  individual  eligibility  is  a con- 
stantlj^  changing  condition  and  to  determine 
eligibility  requires  personal  knowledge  of  the 
financial  status  of  the  eligible  Indians  in- 
volved. Every  effort  should  be  made  to  per- 
mit the  agencies  to  furnish  this  information 
during  regular  office  hours  when  personnel 
having  this  knowledge  are  available  for  con- 
sultation. 

It  will  be  the  procedure  in  the  case  of 
Indians  who  in  the  past  have  been  responsible 


for  their  medical  bills  with  physicians  that 
this  relationship  will  continue  and  these  In- 
dians considered  not  eligible.  In  the  event  an 
Indian  in  this  classification  makes  a request 
for  care  under  this  program  to  a physician, 
an  immediate  request  will  be  made  to  the 
superintendent  of  the  agency  for  his  decision 
as  to  the  eligibility  of  the  Indian  under  this 
program. 

It  will  be  the  procedure  in  the  case  of  dire 
emergencies  where  the  delay  in  contacting 
the  superintendent  will  endanger  life  or  limb 
that  such  care  as  necessary  be  rendered  and 
that  immediately  thereafter  a call  to  the 
superintendent  giving  the  details  requiring 
authorization  will  be  made  by  the  physician. 
A confirming  authorization  will  be  issued  if 
the  eligibility  has  been  determined  by  the 
superintendent  and  funds  are  available. 

It  will  be  the  procedure  in  the  case  of  a 
physician  who  prescribes  rather  than  dispen- 
ses for  the  physician  to  make  a notation  of 
the  authorization  number  upon  the  prescrip- 
tion blank  to  the  druggist  indicating  that  the 
individual  is  being  cared  for  under  this  pro- 
gram. A copy  of  this  prescription  should  be 
attached  to  the  physician’s  bill  and  the  drug- 
gist should  bill  the  agency  direct  for  the  in- 
dividual prescriptions  filled  for  Indians 
prescribed  for  under  this  program. 

It  will  be  the  procedure  in  billing  by  the 
physicians  that  until  otherwise  notified  they 
will  bill  the  agency  direct  using  the  schedule 
of  fees  approved  by  the  South  Dakota  State 
Medical  Association.  The  original  authoriza- 
tion forms  prepared  by  the  agency  office  must 
accompany  all  bills  rendered. 

In  all  cases  where  there  is  any  doubt  the 
superintendents  of  the  various  Indian  agen- 
cies in  South  Dakota  should  be  called. 

This  program  must  be  operated  within  a 
limit  of  funds  appropriated  by  Congress  for 
each  fiscal  year. 

The  authorization  will  be  specific  and  if 
upon  examination  it  is  indicated  that  ad- 
ditional services  are  required  a modified 
authority  should  be  requested  of  the  super- 
intendent. 
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CONVENTION 

SIDELIGHTS 

Reaction  to  the  exhibits  in 
hotel  rooms  rather  in  an 
auditorium  was  varied.  Those 
exhibitors  on  the  corridor 
leading  directly  to  the  ball- 
room had  as  high  as  fifty 
percent  registration  in  their 
exhibits.  Those  along  the 
back  hall  had  about  a thirty- 
three  percent  play  and  those 
on  the  far  side  had  anywhere 
from  ten  to  twenty-five  per- 
cent play.  The  Coca-Cola 
Company  gave  away  the 
fewest  cokes  they  have  given 
away  in  the  last  six  years. 
Reason — it  wasn’t  hot  enough 
in  the  hotel  building  to  make 
people  thirsty. 

* 

One  hundred  ninety  six 
doctors  and  exhibitors  at- 
tended the  stag  party  at  the 
American  Legion  Sunday, 
May  18th.  The  banquet  was 
attended  by  two  hundred 
fifty  doctors  and  their  wives. 

* * * 

Much  credit  for  the  success 
of  the  meeting  is  due  to  the 
Cataract  Hotel  even  tho  its 
doors  were  not  wide  enough 
to  accomodate  some  of  the 
exhibit  packing  cases.  It 
went  out  of  its  way  to  make 
the  meeting  run  smoothly. 

* * * 

Most  interesting  traffic  jam 
of  the  meeting  was  when  one- 


hundred-ten  Rotarians  tried 
to  get  into  the  ballroom  at 
noon  when  one-hundred-ten 
physicians  tried  to  get  out. 

^  *  * 

Happiest  doctor  of  the  en- 
tire meeting  was  E.  T.  Lietzke 
of  Beresford,  who  won  the 
air  conditioner  that  was  raf- 
fled off  at  the  end  of  the 
meeting.  Most  surprised  in- 
dividual was  Doctor  H.  Rus- 
sell Brown  of  Watertown, 
when  he  received  the  Asso- 
ciation Distinguished  Serv- 
ice Award. 

H:  * * 

Moving  the  First  House  of 
Delegates  meeting  up  to 
Saturday  night  enabled  the 
Association  business  to  be 
handled  more  easily  at  the 
final  session  Sunday  after- 
noon. In  this  way  no  House 
of  Delegates  meetings  con- 
flicted with  scientific  session. 
* * * 

Only  ten  overtime  parking 
tickets  had  to  be  fixed  by  the 
Executive  Secretary  after  the 
meeting  was  over.  Most  of 
these  were  attached  to  the 
cars  of  the  exhibiting  repre- 
sentatives. 

* * * 

Kreisers  Inc.  outdid  them- 
selves with  their  excellent 
cocktail  party  before  the  ban- 
quet at  the  LeElbon  Room. 

* * * 

Rumor  has  it  that  the  wives 
of  the  officers  and  councillors 
and  the  Auxiliary  bigwigs 


were  completely  sold  on  the 
idea  of  the  beautiful  orchids 
for  the  afternoon  luncheon 
and  the  evening  banquet  on 
Monday  19th. 


PLACEMENT  SERVICE 

INCREASES  ACTIVITY 

The  Placement  Service  of 
the  South  Dakota  State  Med- 
ical Association  which  has 
been  an  ever  increasing  func- 
tion of  the  Executive  Secre- 
tary’s office  has  gotten  to  the 
point  now  where  it  is  coop- 
erating with  the  AMA’s 
Placement  Service  in  bring- 
ing doctors  into  the  state.  A 
new  list  of  21  openings  in  the 
state  has  just  been  published 
by  the  Association  'and  is 
available  on  request  from  the 
Executive  Secretary’s  office. 
Towns  listed  as  needing  phys- 
icians in  the  new  list  are  as 
follows;  Timber  Lake;  Can- 
ova;  Willow  Lake;  Bowdle; 
Vermillion;  Watertown; 
Huron;  Stickney;  Pierre; 
Faulkton;  Highmore;  Scot- 
land; Midland;  Carthage; 
Mount  Vernon;  Irene;  Henry; 
Langford;  Rosholt;  Wessing- 
ton;  Hosmer  and  Leola. 

All  members  of  the  Asso- 
ciation are  urged  to  list  any 
openings  they  have  in  their 
groups  or  in  association  with 
them  or  in  any  neighboring 
towns  that  have  not  as  yet 
been  listed  with  the  Place- 
ment Service. 
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YANKTON  DISTRICT 
HEARS  WILLIAM 
VOLK.  M.D. 

The  Yankton  District  Med- 
ical Society  met  at  Sacred 
Heart  Hospital  in  Yankton, 
South  Dakota  for  dinner  May 
28th  for  dinner  at  6:30  P.  M. 

Dr.  C.  F.  Johnson  presided 
at  the  meeting  and  presented 
Doctor  William  Volk  of  the 
Department  of  Urology,  Kan- 
sas University  Medical 
School,  Kansas  City,  Kansas 
speaking  on  urological  prob- 
lems in  children. 

Upon  completion  of  the 
scientific  program  the  So- 
ciety transacted  its  usual 
quarterly  business  session. 


ABERDEEN  DISTRICT 
HEARS  CRANSTON 

“About  25  members  at- 
tended the  dinner  meeting  of 
the  Aberdeen  District  Med- 
ical Society  Wednesday  eve- 
ning, May  7th  in  the  Mexican 
Room  of  the  Sherman  Hotel. 
Dr.  Robert  W.  Cranston  of 
the  Dept,  of  Neurology  and 
Psychiatry  of  the  Nicollet 
Clinic  of  Minneapolis,  Minn, 
spoke  on  ‘Common  Neu- 
rological Disorders’.” 


USD  FACULTY  MEN 
GIVEN  RECOGNITIONS 

Recognition  for  their  in- 
terest in  scientific  research  is 
being  accorded  seven  faculty 
members  of  the  University  of 
South  Dakota. 

These  scientists  will  be  in- 
itiated into  the  University 
of  Iowa  chapter  of  Sigma  Xi 
at  Iowa  City,  la..  May  13. 

“To  become  a member  and 
be  recognized  for  one’s  re- 
search by  Sigma  Xi  is  quite 
a honor,”  according  to  Dr. 


John  Winter,  professor  of 
botany  and  president  of  the 
University  Sigma  Xi  club, 
“for  this  national  organiza- 
tion was  founded  for  the  pur- 
pose of  bestowing  honor  and 
recognition  on  research 
workers  in  both  the  academic 
and  industrial  fields.” 

Those  from  the  University 
to  be  inducted  as  full  mem- 
bers include:  Dr.  Earl  B. 
Scott,  assistant  professor  of 
anatomy;  William  E.  Ekman, 
professor  of  mathematics  and 
astronomy;  Dr.  Edwin  Shaw, 
professor  of  biochemistry; 
Dr.  Arthur  M.  Pardee,  head 
of  the  chemistry  department; 
Dr.  J.  C.  Ohlmacher,  director 
of  the  State  Health  labora- 
tory; William  H.  Over,  assist- 
ant in  the  University  mu- 
seum; Arthur  L.  Haines,  pro- 
fessor of  chemistry;  and  Dr. 
Lewis  E.  Akeley,  lecturer  in 
philosophy. 


ADVANCES  IN 
PEDIATRICS  COURSE 
OFFERED 

The  Michael  Reese  Hospital 
Postgraduate  School  is  offer- 
ing a one-week  course  in  “Re- 
cent Advances  in  Pediatrics 
— Diagnostic  and  Therapeu- 
tic Measures,”  from  May  26th 
to  May  31st,  1952.  Recent  ad- 
vances in  Pediatrics,  includ- 
ing the  presentation  of  clin- 
ical as  well  as  didactic  ma- 
terial. For  the  pediatrician 
and  other  physicians  who 
limit  their  practice  largely  to 
children.  The  course  will  be 
presented  by  the  Dept,  of 
Pediatrics  and  cooperating 
departments.  For  further  in- 
formation, address:  Dr.  Sam- 
uel Soskin,  Dean,  29th  St.  & 
Ellis  Ave.,  Chicago  16,  Ill- 
inois. 


CONFERENCE  ON  AGED 
SET  AT  ANN  ARBOR 

HOUSING  THE  AGING  is 
the  topic  for  the  University 
of  Michigan  Fifth  Annual 
Conference  on  Aging  to  be 
held  in  Ann  Arbor,  Michigan, 
July  24-26,  1952. 

The  three-day  conference 
will  consider  the  housing 
needs  of  healthy,  chronically 
ill,  confused,  and  disabled 
older  people  living  in  urban 
and  rural  areas.  Among  the 
topics  to  be  discussed  are 
types  of  housing  and  living 
arrangements;  architectural 
designs  and  costs;  hygiene 
and  safety  standards;  social 
and  economic  aspects  of 
housing;  and  auxiliary  ser- 
vices. The  conference  is  de- 
signed to  serve  as  a forum  for 
interchanging  information 
and  for  getting  action  on  the 
difficult  problem  of  finan- 
cing housing  for  the  aging. 

The  conference  is  directed 
to  national,  state,  and  local 
planners;  physicians,  nurses, 
and  public  health  workers; 
industrial  retirement  coun- 
selors; welfare  and  social 
work  personnel;  architects, 
builders,  realtors;  safety  and 
sanitary  engineers;  public 
and  private  investment  and 
financing  agencies;  directors 
of  old  age  homes,  nursing 
homes,  hospitals,  and  hous- 
ing projects;  and  to  older 
people  themselves  who  are 
interested  in  contributing  to 
the  solution  of  the  housing 
problem  of  the  aging. 


I NEWS  NOTE 

Harry  Christiansen  re- 
places Tom  Hagin  as  admin- 
istrator of  the  Luther  Hos- 
pital in  Watertown. 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  DeWalle,  Editor 


NEWS  NOTES 

Conrad  Beastrom,  a pharmacy  student  of 
S.D.S.C.  from  Highmore,  is  employed  as  a 
part-time  apprentice  pharmacist  at  the  Ken- 
dall Drug  Store  of  Brookings. 

The  Kendall  Rexall  Drug  Store  of  Brook- 
ings recently  installed  a new  neon  Rexall 
sign. 

Dick  Kendall  and  family  of  Brookings  re- 
cently returned  from  a 2 ¥2  month  golfing 
vacation  in  Florida. 

Ted  Husiead  of  Wall,  S.  D.,  was  in  Brook- 
ings recently  interviewing  college  students 
for  work  at  his  drug  store  in  Wall  this  sum- 
mer. 

Roger  Eastman  was  in  Brookings  recently 
interviewing  students  for  a position  at  his 
drug  store  in  Platte,  S.  D.  Don  Turgeon,  a 
senior  pharmacy  student  has  accepted  the 
position. 

The  Pharmacy  Department  of  S.D.S.C.  is 
busy  building  displays  for  its  department  for 
Jackrabbit  Round  Up  Day  which  was  held 
Friday,  May  2,  1952. 

The  annual  Pharmacy  Dinner-Dance  was 
held  Saturday,  May  3,  1952,  at  S.D.S.C. 

Vern  Snow,  after  many  years  of  operating 
drug  stores  in  Sioux  Falls,  has  sold  his  store 
and  is  retiring. 

J.  R.  (Bob)  Vender  Aarde  has  returned  to 
his  job  at  Van  De  Walle  Pharmacy,  Sioux 
Falls,  after  a tour  of  duty  in  Korea  as  a re- 
serve officer  in  the  Medical  Administration 
Corps. 

Owen  G.  Benihin  is  leaving  Van  De  Walle 
Pharmacy  for  California  where  he  will  take 
the  board  in  July. 

Gerald  Smith,  after  several  years  as  phar- 
macist at  Sioux  Valley  Hospital,  Sioux  Falls, 
has  resigned  and  is  devoting  his  time  to  his 
theatre  interests. 

Professor  Gilford  C.  Gross  who  has  been  on 
leave  of  absence  will  receive  his  PhD  this 
summer  at  the  University  of  Florida,  and  will 


return  to  State  as  Professor  of  Pharmacology 
for  the  next  school  year. 

Some  of  the  seniors  will  be  hard  at  work 
rolling  pills  this  summer,  while  others  will  be 
sweating  for  Uncle  Sam. 

Don  Turgeon,  Brookings,  has  accepted  a job 
at  the  Eastman  Drug  Store  at  Platte. 

Les  Holmes,  Leola,  will  work  for  his  father 
at  the  Holmes  Pharmacy  at  Leola. 

Bob  Beedle,  Brookings,  will  be  at  the 
Schwartz  Drug  in  Huron. 

Election  of  Officers  was  held  at  the  March 
meeting  of  the  Student  Pharmaceutical  Asso- 
ciation. Newly  elected  officers  for  1952-1953 
are:  President,  John  M.  Young;  Vice-Presi- 
dent, Kenneth  Jones;  Treasurer,  Norbert 
Bartel. 

Reacrediiation  Inspection 

Dr.  Richard  A.  Deno,  the  Educational  Dir- 
ector of  the  American  Council  on  Pharmaceu- 
tical Education  from  Chicago,  Illinois;  Dr. 
George  D.  Beal,  Director  of  Research  from 
the  Mellon  Institute  at  Pittsburgh,  Pennsyl- 
vania; and  Floyd  Cornwell,  a member  of  the 
South  Dakota  State  Board  of  Pharmacy  from 
Webster,  South  Dakota,  inspected  the  Divi- 
sion of  Pharmacy  on  Monday  and  Tuesday, 
April  14  and  15.  The  purpose  of  the  inspection 
was  for  reacreditation. 

The  work  of  the  spring  quarter  will  close 
on  Friday,  June  13,  1952. 


STATE  COLLEGE  PHARMACY  UNIT 
TO  BE  ENLARGED 

South  Dakota  State  College  will  be  able  to 
accept  more  students  in  pharmacy  next  fall. 
Dean  Floyd  J.  LeBlanc  has  announced. 

Expansion  of  facilities  beginning  this  sum- 
mer will  enable  the  college  to  accept  60  be- 
ginning students  in  pharmacy  instead  of  the 
32  students  allowed  to  enter  in  the  past  be- 
cause of  limited  space  available. 

In  recent  years  the  division  of  pharmacy 
has  been  unable  to  accept  nearly  all  the  stu- 
dents interested  in  that  field  or  to  fill  requests 
(Continued  on  Page  180) 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

A.  O.  Bittner,  Aberdeen,  S.  D. 


THE  PUBLIC  KNOWS  NOTHING  of  this  new  DURHAM- 
HUMPHREY  law  which  say  you  can’t  refill  certain  prescrip- 
tions that  you  used  to  refill  without  question. 

Today,  when  the  retail  druggist  tries  to  explain  why  he  can’t 
refill  an  old  prescription,  the  customer  usually  gets  mad  and 
blames  the  whole  thing  on  the  druggist. 

Well,  the  answer  is  the  public  must  be  informed  quickly 
and  in  a manner  which  may  want  them  to  assist  us  willingly 
to  accomplish  the  desired  results  of  protection  sought  for  in 
the  Durham-Humphrey  law. 

This  can  be  done.  I would  like  to  ask  every  druggist  to  cooperate  with  the  efforts  put 
forth  by  the  editor  of  the  American  Magazine.  First  read  the  article  in  the  May  1952  Issue 
page  114  entitled  “THE  OPEN  DOOR”  New  Family  safeguard  by  Wallace  Werble,  Washing- 
ton correspondent.  Second,  immediately  order  from  200  to  1,000  of  the  reprints  from  the 
American  Magazine  640  5th  Ave.,  New  York  19,  N.  Y.  The  price  is  100  for  $1.00.  Then  use 
these  with  your  finished  prescriptions  as  enclosures  which  require  new  authority  before  they 
can  be  refilled.  Or,  when  you  are  called  upon  to  explain  the  “Why”  you  cannot  refill  a certain 
prescription,  this  little  message  will  do  it  for  you  in  a nice  way.  This  program  of  information 
to  the  public  may  take  2 or  3 years.  It  can  be  shortened  and  made  less  burdensome  on  our  part 
by  using  these  American  Magazine  “Reprints.”  Be  sure  also  to  leave  a few  with  your  doctor  and 
his  nurses  staff. 

While  we  are  on  this  subject  of  good  needed  publicity  to  promote  our  public  relations 
welfare,  let  us  get  behind  this  team,  “The  Cosmopolitan  and  American  Magazine.  We  can  do 
so  marly  things  in  a little  way  to  boost  and  support  their  efforts,  they  are  likewise  asking  us 
to  play  ball  with  them,  and  “Boy”  what  a job  these  50,000  druggists  can  do  for  them.  Let  us 
show  them  our  drug-store  methods  of  selling  and  be  sure  to  write  at  least  two  letters  to  these 
publishers  per  year,  give  them  your  thoughts  and  ideas,  they  will  be  glad  to  use  them.  Let  us 
keep  this  ball  a rolling. 

By  the  time  of  this  reading  we  hope  that  the  Fair  Trade  Bill  passed  by  the  House  of  Rep- 
resentatives will  have  passed  also  the  Senate  with  a popular  vote  as  received  in  the  House, 
which  was  196  to  10.  This  vote  showed  such  merit  and  value  of  this  needed  legislation  to  restore 
the  protection  given  to  the  45  States  in  the  Union  in  their  State  Fair  Trade  laws.  Of  course  the 
opposition  is  now  keyed  up  into  high  gear.  The  Quotes  and  Misrepresentations  of  facts  which 
’they  are  distributing  to  the  public  may  register  with  sufficient  counter  pressure  in  the  Senate 
to  give  this  McGuire  Bill  added  trouble.  Therefore,  we  must  continue  our  same  efforts  used  in 
the  house  which  was  one  of  valued  information  to  our  congressmen,  these  efforts  must  be 
carried  to  the  Senators  and  then  to  the  President. 


A.  O.  Bittner 
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(Continued  from  Page  178) 
for  trained  graduates,  Dean  LeBlanc  ex- 
plained. 

While  present  facilities  are  equipped  to 
handle  adequately  90  to  100  students,  enroll- 
ment in  the  division  has  been  about  110  to  115. 
When  the  expansion  is  completed,  the  division 
will  be  equipped  for  an  enrollment  of  160. 

Space  for  the  expansion  will  be  available 
when  agriculture  departments  now  housed  in 
the  Administration  building  move  to  the  new 
Agriculture  hall  July  1.  The  pharmacy  divi- 
sion, now  located  in  the  north  wing  of  the  first 
floor,  will  take  over  the  first  floor  of  the  Ad- 
ministration building  with  the  exception  of 
one  music  room. 

The  expansion  will  include  remodeling  and 
equipping  new,  modern  laboratories  for  the 
courses  in  dispensing,  pharmacology  and 
manufacturing.  Additional  space  for  class- 
rooms, offices  and  storage  of  drugs,  chemicals 
and  glassware  will  be  provided. 

The  faculty  of  the  division  will  be  enlarged 
to  teach  the  larger  number  of  students  ex- 
pected. G.  C.  Gross,  associate  professor  of 
pharmacology,  will  return  after  a two-year 
leave  of  absence  for  further  study  and  another 
staff  member  will  be  added.  Dean  LeBlanc 
said. 


ABERDEEN  SOCIETY  MEETING 

Over  80  members  and  guests  of  the  Aber- 
deen District  Pharmaceutical  Society  met  for 
dinner  at  the  Sherman  Mexican  Room  on 
April  27.  S.  L.  Mark,  president,  presided. 

Merle  Sanders,  Minneapolis,  executive  vice 
president  of  the  Northwestern  Drug  Co., 
spoke  on  fundamentals  of  drug  store  mer- 
chandising. 

There  was  a short  business  meeting  at 
which  the  local  retailers  were  urged  to  con- 
tinue writing  to  our  congressmen  in  favor  of 
the  McGuire  Bill  without  amendments. 

A.  C.  Mathers,  our  Parke-Davis  representa- 
tive, arranged  for  a fine  color  film  named 
“Scientific  Research.” 

Present  from  out-of-town  were  Mr.  and 
Mrs.  Melvin  Holme,  Cresbard;  Mr.  and  Mrs. 
A1  Knutson,  Clark;  Mr.  and  Mrs.  J.  F.  Wag- 
ner, Conde;  Mr.  and  Mrs.  Julius  Pleinis,  Eur- 
eka; Mr.  and  Mrs.  William  Brily,  Huron;  Mr. 
and  Mrs.  L.  H.  McKenna,  Wilmot;  Mr.  and 
Mrs.  Clayton  Deitz,  Groton;  Mr.  and  Mrs.  Max 


Retzlaff,  Jamestown,  N.  D.;  Mr.an  d Mrs. 
Herb  Crissman,  Ipswich;  Pfc.  Elial  Harr  and 
Mrs.  Harr,  Camp  Cook,  Calif.;  Messrs.  Walt 
Fellows,  Allan  Knutson,  Swen  Amunson,  Mo- 
bridge;  Royce  Overholser,  George  Paul,  Sel- 
by; H.'  Isaak,  Eureka  and  Wilbur  Anderson, 
Bismarck,  N.  D. 


ANNUAL  CONVENTION— PHARMACY 

Wednesday  morning,  the  18th,  was  set  aside 
for  registration.  That  afternoon  at  the  open- 
ing session  Mayor  Gus  Haines  of  Rapid  City 
gave  an  address  of  welcome  which  was  re- 
sponded to  by  H.  W.  Mills,  President  of  the 
Allied  Travelers,  and  Mr.  Albert  Bittner  gave 
his  President’s  address  at  this  afternoon  ses- 
sion. 

Convention  headquarters  was  at  the  Alex 
Johnson  Hotel.  Mr.  H.  B.  Rames,  Manager  of 
Chain  Store  Sales,  for  Parke,  Davis  & Com- 
pany, talked  on  the  value  of  strong  pharma- 
ceutical organization  on  a state  level.  Also 
appearing  on  the  program  was  Mr.  W.  L.  Ars- 
cott  of  E.  A.  Squibb  & Sons. 


W.  L.  Arscott 


The  Travelers  party  was  scheduled  for 
Wednesday  evening  and  this  was  put  on  by 
Davis  Bros.  Company  of  Denver.  The  annual 
banquet  scheduled  for  Thursday  evening. 

Very  truly  yours, 

TED  HUSTEAD 
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The  Surgical  Management  of  Varicose  Veins* 

Horace  G.  Scoit,  M.  D.,  F.  A.  C.  S. 

Minneapolis.  Minnesota 


Varicose  veins  are  a very  common  con- 
dition. Some  one  has  said  that  they  are  the 
most  common  surgical  problem  to  walk  into  a 
doctor’s  office.  It  has  been  estimated  that  ap- 
proximately 17  per  cent  of  all  patients  have 
varicose  veins  to  some  degree. 

HISTORY 

Just  one  hundred  years  ago,  Pravaz  of 
France  invented  the  hypodermic  needle.  It 
has  been  since  the  advent  of  this  needle  that 
the  injection  treatment  and  also  the  surgical 
treatment  of  varicose  veins  has  come  into  its 
own.  It  is  true  that  from  an  historical  stand- 
point even  Hippocrates,  four  hundred  years 
before  Christ,  was  aware  of  varicose  veins. 
He  wrote  about  them  and  suggested  that  an 
incision  be  made  thru  the  skin  over  the  varix 
but  warned  against  cutting  into  the  veins. 
Undoubtedly,  from  his  experience,  he  had 
seen  patients  die  from  loss  of  blood.  Appar- 
ently some  beneficial  results  were  obtained 
by  his  treatment,  as  undoubtedly,  infection 
and  later  scar  tissue  played  a role  in  com- 
pressing the  varix  and  obliterating  it.  From 
the  time  of  Hippocrates  to  the  time  of  Pravaz, 
one  hundred  years  ago,  a number  of  men 
whose  names  are  well  known  to  all  of  us, 
wrote  about  the  treatment  of  varicose  veins. 
In  the  first  century  A.D.,  Celsus  advocated 
the  incision,  evulsion  and  cautery  of  varicose 
veins.  Plutarch,  the  illustrious  writer,  who 
lived  in  the  first  century,  also  told  about 
Gaius  Marius  having  his  veins  operated  upon. 

Between  the  time  of  Plutarch  and  Ambrose 
Pare,  who  lived  in  the  sixteenth  century,  very 
little  was  written  about  the  treatment  of 
varicose  veins.  However,  Pare  suggested  the 
cutting  of  the  varix  on  the  medial  surface 
of  the  thigh.  In  this  same  century,  Fabricus 
Haldanius  in  1589,  described  the  reverse  flow 
of  blood  in  varicose  veins  and  stated  that  this 
reverse  flow  depended  upon  the  position  of 
the  leg.  He  performed  double  ligations  and 

* Read  before  the  Aberdeen  District  Medical  So- 
ciety, December  6,  1951. 


excisions  with  cure  of  the  patient.  A little 
later,  Marcus  Aurelius  Severinus,  who  lived 
between  1580  and  1656,  said  he  had  seen  ulcers 
of  ten  years  duration  heal  completely  after 
the  surrounding  varicose  veins  had  been  suc- 
cessfully removed  by  operation. 

In  the  seventeenth  century  a man  by  the 
name  of  Lower  prescribed  the  wearing  of  a 
tight  boot  or  bandage  or  an  astringent  plaster 
and  described  the  relief  obtained  by  the  use 
of  these  treatments.  In  1801,  Sir  Everett 
Home,  the  brother-in-law  of  John  Hunter, 
noted  that  dilated  veins  made  the  valves  in- 
competent allowing  hydostatic  forces  to  ac- 
centuate this  condition.  Toward  the  end  of  the 
nineteenth  century,  Trendelenburg  first 
placed  our  knowledge  of  varicose  veins  on  a 
firm  scientific  basis,  when  he  described  in 
detail  the  reverse  flow  of  blood  from  the 
femoral  into  the  saphenous  system.  However, 
before,  Trendelenburg’s  work  was  done  the 
injection  treatment  had  already  begun. 

Prior  to  the  invention  of  the  hypodermic 
needle  by  Pravaz,  veins  and  especially  an- 
euryisms  had  been  injected  through  glass 
cannulas  with  sclerosing  solutions.  After  the 
invention  of  the  hypodermic  needle,  intra- 
venous injections  were  used  for  the  treatment 
of  lues.  It  was  then  noted  that  veins  became 
thrombosed  and  a number  of  writers 
suggested  that  this  might  be  an  ideal  way  of 
treating  varicose  veins.  The  solutions  that 
were  first  used  were  very  irritating.  They 
caused  rather  marked  systemic  reactions,  es- 
pecially when  mercury  was  used.  Whenever 
the  solution  was  injected  outside  the  vein  a 
slough  usually  resulted.  With  these  poor  re- 
sults from  the  injection  treatment,  and  with 
the  development  of  antiseptics  and  aseptic 
surgery,  along  about  the  later  part  of  the  cen- 
tury, the  operative  treatment  of  varicose 
veins  gained  in  popularity. 


Between  1905  and  1907,  Keller,  Mayo  and 
Babcock  described  the  stripping  methods  in 
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which  it  was  possible  to  remove  large  seg- 
ments of  the  saphenous  vein  system  without 
making  long  incisions  which  were  rather  dis- 
figuring. In  many  cases  the  wound  bled  con- 
siderably with  resulting  infections  and  large 
hematomas  which  had  to  be  evacuated.  Dur- 
ing the  early  part  of  the  twentieth  century, 
newer  solutions  were  brought  forth  which 
were  less  irritating  and  less  apt  to  produce 
sloughs  or  a lethal  issue.  Among  the  solu- 
tions which  were  used  were  concentrated 
sugar  solutions,  salcylates,  quinine  urethane 
and  later  sodium  salts  of  several  plant  and 
animal  substances,  such  as  the  sodium  salt  of 
cod  liver  oil,  castor  oil  and  peanut  oil.  With 
the  reduced  mortality  and  morbidity  from  the 
use  of  these  milder  solutions,  the  surgical 
treatment  of  varicose  veins  fell  into  disre- 
pute. However,  as  recurrences  began  to  de- 
velop following  the  use  of  the  injection 
method  entirely,  a return  to  surgery  or  a 
combination  of  surgery  and  the  injection 
method  was  advocated.  In  1916,  Homans  ad- 
vocated sectioning  of  the  sapheno-femoral 
junction  and  in  1927,  Moschowitz  suggested 
the  combined  ligation  of  the  long  saphenous 
vein  with  the  injection  of  this  vein  in  a retro- 
grade manner.  Since  1927,  further  progress 
in  the  combined  surgical-medical  treatment 
of  the  veins  has  been  made.  Multiple  ligations 
have  been  suggested  as  the  single  ligation  at 
the  sapheno-femoral  junction  in  many  in- 
stances was  found  to  be  inadequate  owing  to 
the  many  communicating  veins  between  the 
deep  and  the  superficial  systems.  More  re- 
cently there  has  been  a return  to  the  more 
extensive  operations  of  the  early  part  of  this 
century,  namely  the  stripping  operation  in 
which  long  segments  of  the  great  saphenous 
vein  are  removed.  Furthermore  there  has 
been  another  step  forward  in  that  it  has  been 
found  that  large  indolent  ulcers  of  the  lower 
third  of  the  leg  probably  are  due  to  a com- 
bined patency  or  inadequacy  of  the  valves  of 
the  deep  circulation  as  well  as  the  superficial. 
The  result  has  been  the  ligation  of  the  popli- 
teal vein  behind  the  knee  thus  preventing  a 
refluxing  of  the  blood  into  the  deep  circula- 
tion below  this  level. 

ETIOLOGY 

Before  discussing  the  anatomy  and  phys- 
iology of  varicose  veins,  I would  like  first  to 
discuss  with  you  factors  which  lead  to  or  are 
thought  to  predispose  to  varicose  veins.  First, 


as  we  all  know,  comes  hydostatic  pressure 
which  results  from  the  upright  posture  of 
man.  In  1926,  Kosinski  pointed  out  that  it 
was  only  in  man  that  varicose  veins  were 
present.  More  than  two  hundred  and  twenty- 
five  years  ago  Lower  stated  that  varicose 
veins  were  due  to  increased  venous  pressure 
due  to  the  weight  of  the  column  of  blood  in 
man  when  in  the  erect  posture.  Pierre  Delbet 
showed  that  this  pressure  varied  from  sixteen 
millemeters  of  mercury  while  sitting  to  one 
hundred  and  sixty  millemeters  of  mercury 
while  standing  and  might  even  go  up  to  two 
hundred  and  sixty  millemeters  after  severe 
exertion.  Doctor  McPheeters  of  Minneapolis 
has  measured  the  pressure  in  a number  of 
cases  and  found  that  it  has  varied  from  seven 
to  eight-eight  millemeters  of  mercury  de- 
pending on  the  position  of  the  extremity. 

The  second  causative  factor  pointed  out  by 
a number  of  writers  has  been  that  of  an  en- 
docrine disturbance.  Siccard  first  called  at- 
tention to  the  development  of  veins  at  pub- 
erty and  the  enlargement  of  these  veins  with 
each  menstrual  period.  He  also  pointed  out 
that  during  pregnancy  the  veins  further  en- 
larged and  again  at  the  time  of  the  menopause 
there  was  a third  period  in  a woman’s  hfe  in 
which  the  varicose  veins  developed  or  en- 
larged. He  felt  that  this  was  due  to  some  en- 
docrine disturbance  affecting  the  venous  sys- 
tem. Doctors  DeTakats  and  Quint  observed 
that  twenty  per  cent  of  their  patients  noted 
varicose  veins  with  the  onset  of  puberty. 

Thirdly,  the  hereditary  factor  has  been 
noted  by  many  observers.  At  least  there  have 
been  many  cases  noted  in  the  same  family. 
Systemic  disorders  also  contribute  to  the 
formation  of  varicose  veins.  Phlebitis  is  a 
prominent  one  with  resulting  thrombosis  of 
the  deep  circulation,  with  destruction  of  the 
valves  and  later  with  canilization  and  re- 
verse flow  of  blood  in  the  deep  as  well  as  the 
superficial  systems.  Tumors  in  the  pelvis  by 
nature  of  pressure  over  the  iliac  veins  can 
cause  back  pressure  in  the  venous  system  of 
the  legs.  Arterio-venous  fistulae  are  a rather 
infrequent  cause  of  varicose  veins,  but  this 
condition  must  not  be  forgotten.  Cirrhosis 
of  the  liver  likewise  may  cause  varicose  veins 
to  appear'  in  the  development  of  collateral 
circulation  around  the  liver.  "Vitamin  C de- 
ficiency has  been  pointed  out  as  a possible 
causatve  factor.  However,  this  has  been  hard 
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to  prove  as  there  is  no  true  scientific  evidence 
to  corraborate  this  impression.  Undoubtedly, 
the  tonus  of  the  vein  wall  is  a very  important 
factor  in  the  development  of  varicose  veins. 
A lack  of  tone  may  be  due  to  any  generahzed 
debilatating  condition,  the  result  of  either 
some  long  standing  illness  such  as  tuber- 
culosis or  merely  improper  diet,  especially  the 
lack  of  proteins  or  possibly  vitamin  C in  the 
diet.  Hydrostatic  pressures,  the  result  of  occu- 
pational conditions  may  be  another  factor. 
Anyone  standing  for  many  hours,  especially 
if  standing  still,  is  more  apt  to  develop  var- 
icose veins  than  a person  who  walks  around 
or  who  has  the  opportunity  to  sit  down 
occasionally  and  reduce  the  hydrostatic  back 
pressure  upon  the  venous  system.  We  are  all 
well  aware  of  the  fact  that  the  housewife  who 
stands  beside  the  ironing  board  for  long 
hours,  the  shop  girl,  who  stands  behind  the 
counter,  or  the  street  car  conductor  or  motor- 
man,  who  stands  more  or  less  still  in  one 
place,  are  more  prone  to  develop  this  con- 
dition. 

PHYSIOLOGY  AND  ANATOMY 

I don’t  think  too  much  need  be  said  about 
the  physiology  of  veins.  Their  function,  as  we 
all  know,  is  to  return  the  blood  from  the  capil- 
lary beds  to  the  heart.  The  mechanism  of  the 
return  flow  is  due  primarily  to  the  muscular 
action  in  the  leg  muscles.  Therefore,  varico- 
sities are  less  apt  to  occur  in  the  deep  circula- 
tion because  of  their  support  from  the  muscles 
of  the  leg  than  in  the  superficial  system  which 
lies  in  the  fatty  areolar  tissue  beneath  the 
skin.  Garters  and  other  circular  constrictions 
about  the  thigh  can  lead  to  the  production  of 
varicose  veins,  especially  in  the  superficial 
system. 

Before  discussing  the  pathology  of  the  veins 
in  the  lower  extremities,  let  us  briefly  review 
their  anatomy.  We  are  all  well  aware  of  the 
fact  that  there  are  two  systems  of  veins, 
namelythe  superficial  and  the  deep  which 
anastomose  with  one  another  through  com- 
municating veins.  These  latter  veins  are  fre- 
quently spoken  of  as  perforators,  as  they  per- 
forate the  deep  fascia  of  the  leg  and  thigh  to 
connect  the  deep  and  superficial  systems.  All 
of  these  veins  including  the  femoral  are 
equipped  with  valves.  The  superficial  system 
consists  of  two  main  veins  and  their  tribut- 
aries. These  are  the  internal  or  long  saphen- 
ous and  the  short,  external  or  lesser  saphen- 


ous veins,  sometime  called  the  great  saphen- 
ous vein.  The  long  saphenous  empties  into 
the  femoral  vein  just  below  the  groin  at  the 
fossa  ovale.  The  short  saphenous  usually  em- 
pties into  the  popliteal  vein  but  may  go  up 
the  back  of  the  thigh  to  join  the  gluteal  veins 
or  even  swing  around  the  thigh  to  empty  into 
the  femoral  with  the  long  saphenous. 

The  deep  system  consists  of  two  anterior 
and  two  posterior  tibials  in  the  calf  and  a 
peroneal  vein.  These  join  behind  the  knee  to 
form  the  popliteal  vein  and  this  vein  extends 
up  the  medial  side  of  the  thigh  as  the  super- 
ficial femoral.  The  profunda  femoris  com- 
pletes the  deep  vein  group  and  this  joins  the 
superficial  femoral  to  form  the  common  fem- 
oral just  below  the  fossa  ovale. 

PATHOLOGY 

Fundamentally  varicose  veins  can  develop 
in  the  superficial  saphenous  system  without 
involvement  of  the  communicating  veins  or 
the  deep  circulation.  Secondly,  the  super- 
ficial system  together  with  the  communicat- 
ing veins  can  be  dilated  with  incompetance 
of  the  valves  in  both  of  these  systems,  leading 
to  a more  complex  varicose  vein  picture  than 
the  simple  inadequacy  of  the  saphenous  vein 
system.  Thirdly,  the  deep  circulation  may  be 
either  inadequate  or  blocked  due  to  a throm- 
bophlebitis and  lead  to  the  development  of 
more  complex  problems  in  the  leg. 

We  have  two  types  of  ulcers  as  the  conse- 
quence of  varicose  veins.  First,  the  simple 
ulcer  which  is  not  associated  with  induration 
or  swelling  of  the  leg,  other  than  for  a little 
local  edema  and  swelling  around  the  site  of 
the  ulcer.  These  ulcers  are  usually  due  to  a 
large  varicosity  leading  down  to  the  ulcer  or 
are  due  to  a communicating  vein  lying 
beneath  the  ulcer.  These  ulcers  are  treated 
by 'simply  ligating  the  veins  leading  to  the 
ulcer  and  injecting  the  proximal  segments. 

Second,  we  have  the  complex  ulcer  which 
is  associated  with  swelling,  edema  and 
brawny  induration  of  the  lower  third  of  the 
leg.  These  ulcers,  I believe,  are  due  to  incom- 
petence in  both  the  deep  and  superficial  sys- 
tems. 

It  is  important  in  these  conditions  to  deter- 
mine whether  the  deep  circulation  is  obstruc- 
ted by  a thrombus  or  whether  the  valves  are 
inadequate  and  one  is  dealing  with  a reverse 
flow.  If  the  system  is  blocked,  the  superficial 
veins  are  dilated  in  order  to  carry  the  blood 
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back  to  the  heart.  If  the  valves  are  incom- 
petent, in  the  deep  circulation,  the  treatment 
will  be  entirely  different  from  that  in  which 
the  vein  is  blocked.  If  one  can  cut  off  the  deep 
circulation  and  prevent  the  reverse  flow  into 
the  popliteal  veins  and  their  tributaries  one 
can  very  definitely  aid  these  cases  and  help 
to  get  rid  of  the  edema,  brawny  induration, 
cellulitis  and  fibrosis  which  is  present  in 
these  legs.  One  must  then,  not  only  cut  off 
the  reverse  flow  in  the  deep  but  in  the  super- 
ficial system  as  well. 

CLINICAL  TESTS 

In  order  to  determine  what  type  of  therapy 
should  be  carried  out  in  the  treatment  of  these 
varicose  ulcers,  we  have  a large  number  of 
clinical  tests.  First,  the  Trendelenburg  Test, 
which  is  the  test  for  the  reverse  flow  of  blood 
in  the  saphenous  systems.  It  consists,  as  you 
know,  of  having  the  patient  lie  down,  elevat- 
ing the  leg  and  allowing  the  blood  to  run  out 
of  the  venous  system  of  the  leg,  then  putting 
compression  over  the  sapheo-femoral  junction 
in  order  to  occlude  the  reverse  flow  of  blood 
into  the  long  saphenous  vein.  Having  the  pa- 
tient stand  up  with  compression  over  the  vein, 
one  observes  and  notes  the  time  it  takes  the 
venous  system  to  fill.  If  it  fills  in  less  than 
thirty-five  seconds,  one  can  feel  fairly  certain 
that  the  valves  of  the  communicating  veins 
must  no  longer  be  functioning  and  that  the 
blood  is  going  into  the  superficial  system 
through  these  communicating  veins.  By  the 
comparative  tourniquet  test  of  Mahoner  and 
Oschner,  one  can  get  a much  better  idea 
where  the  communicating  veins  are  patent. 
This  is  done  by  merely  applying  a tourniquet 
to  the  middle  of  the  thigh,  the  lower  third  of 
the  thigh  and  the  upper  third  of  the  leg  with 
the  veins  first  emptied,  then  allow  the  patient 
to  stand  and  walk  about  the  room.  The  lower 
tourniquet  is  first  taken  off,  if  the  veins  fill 
promptly,  the  one  knows  that  the  communi- 
cating vein  lies  below  the  middle  tourniquet. 
If  the  veins  do  not  fill  promptly,  on  removal 
of  this  tourniquet,  the  next  one  is  removed 
and  so  on  until  all  three  tourniquets  have 
been  removed.  Thus  one  can  get  a fairly 
good  idea  as  to  where  the  communicating 
veins  are  patent  and  where  the  reversal  of 
flow  is  coming  into  the  superficial  saphenous 
system. 

TREATMENT 

In  the  treatment  of  the  simple  varicose 


veins  in  which  the  deep  circulation  is  not  in- 
volved, the  varicosities  can  be  treated  simply 
by  ligating  the  varicose  veins  in  a number 
of  places  and  injecting  the  intervening  seg- 
ments. Stripping  does  not  necessarily  have 
to  be  done.  It  is  rather  difficult  to  do  at  times 
as  the  veins  frequently  tear  and  there  is  con- 
siderable bleeding  from  the  collateral  veins. 
It  has  been  our  policy,  therefore,  to  ligate  the 
long  saphenous  vein  at  the  saphenous-femoral 
junction  and  then  to  pick  it  up  again  in  the 
middle  third  of  the  thigh,  the  lower  third  of 
the  thigh  and  at  several  places  in  the  calf  thru 
separate  short  incisions.  The  larger  segments 
are  then  injected  in  a centrifugal  manner, 
that  is  from  one  of  the  lower  incisions  up 
towards  the  sapheno-femoral  junction.  We 
feel  that  in  this  way  one  can  inject  these  seg- 
ments and  get  a good  result  without  running 
the  risk  of  introducing  large  amount  of 
fluid  immediately  into  the  general  circul- 
ation which  might  cause  an  anaphalactic  or 
shock-like  reaction.  We  thus  confine  the 
solution  to  these  segments  better  and  one  can 
inject  them  without  trying  to  inject  the  vein 
against  the  valves.  We  have  found  that  if  you 
try  to  inject  the  vein  from  above  downward, 
frequently  just  the  operative  exposure  will 
cause  enough  spasm  in  the  vein  wall  to  cause 
it  to  contract  down  and  prevent  the  introduc- 
tion either  of  a catheter  or  the  solution  thru 
a cannula  because  the  valves  now  become 
competent  owing  to  contracture  of  the  vein 
wail.  We,  therefore,  like  to  inject  the  vein 
from  the  calf  upward  or  from  the  lower  third 
of  the  thigh  upward.  In  this  way,  we  are  not 
bucking  the  valves,  but  the  solution  is  pass- 
ing in  the  proper  manner  up  the  vein,  without 
hindrance. 

SURGICAL  PROCEDURES 
There  have  been  a number  of  incisions  pro- 
posed for  ligating  of  the  veins  at  the  sapheno- 
femoral  junction.  We  like  to  make  a short 
incision  parallel  to  and  just  below  the  groin 
of  three  to  four  centimeters  length.  We  cut 
down  upon  the  saphenous  vein  just  below  the 
fossa  ovale  and  ligate  its  tributaries  with 
double  ligatures,  cutting  betwen  the  liga- 
tures. The  long  saphenous  vein  is  always  tied 
off  with  double  ligatures  on  both  the  proximal 
and  distal  side,  as  are  all  major  tributaries. 
The  ligature  next  to  the  cut  end  of  the  vein 
is  always  transfixed  and  consists  of  chromic 
O or  double  O suture  material.  We  then  close 
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the  wound  with  a few  interrupted  fine  chro- 
mic sutures  in  the  fat  and  a few  interrupted 
silk  sutures  in  the  skin.  A small  dressing  can 
then  be  applied  transversely  to  the  thigh  with 
one  piece  of  adhesive  tape  holding  the  dress- 
ing in  place,  allowing  free  motion  of  the 
thigh  without  having  to  extend  the  tape  or 
dressing  across  onto  the  abdomen.  These  in- 
cisions heal  promptly.  They  are  not  under 
any  tension  and  the  skin  sutures  can  be  re- 
moved on  the  seventh  or  eighth  day.  The 
incisions  in  the  thigh  are  usually  placed  in  a 
vertical  manner  in  order  to  follow  the  lines  of 
force  in  the  skin.  Around  the  knee  joint  we 
usually  place  the  incision  in  an  oblique  man- 
ner or  in  a transverse  or  horizontal  manner. 
In  this  way  we  follow  Langer’s  lines  of  force 
and  obtain  a finer  scar.  We  try  to  avoid  using 
silk  and  other  non-absorbable  suture  material 
beneath  the  skin. 

After  doing  multiple  ligations  and  injec- 
tions, we  apply  sterile  dressings  which  are 
held  in  place  with  a short  piece  of  adhesive 
tape.  We  then  apply  elastic  bandages  pre- 
ferably the  so-called  “Tensor  Bandage”  of 
four  inch  width.  This  is  applied  from  the 
foot  to  the  knee.  A larger  width  tensor  is 
applied  to  a fat  person  or  the  same  width  to 
a thin  person,  from  the  knee  up  to  a point 
about  two-thirds  of  the  way  to  the  groin.  The 
thigh  compression  can  be  held  in  place  with  a 
few  strips  of  adhesive  tape  applied  to  the 
upper  edge  of  the  bandage  to  prevent  it  from 
curling  up  or  rolling  down.  The  patient  is 
then  allowed  out  of  bed  immediately  after 
the  surgery  and  encouraged  to  walk  up  and 
down  the  corridors  of  the  hospital  for  ten  or 
fifteen  minutes  of  each  hour.  The  patient  is 
further  encouraged  to  flex  the  toes  and  the 
foot  at  the  ankle  a ‘thousand  times  an  hour’ 
and  thus  insure  adequate  deep  circulation. 
We  limit  the  injection  of  solution  rather 
markedly.  We  feel  that  it  is  better  not  to  get 
too  severe  a reaction  as  the  patient  will 
obtain  good  results  with  the  use  of  small 
amounts  of  solution  when  the  veins  have  been 
ligated  at  a number  of  places  and  the  seg- 
ments have  been  individually  injected  with 
one  to  three  cubic  centimeters  of  solutions, 
such  as  Sylnasol  or  Sodium  Morrhuate.  We, 
ourselves,  prefer  Sylnasol  because  we  seem  to 
have  obtained  fewer  allergic  reactions  from 
this  solution  than  anything  else  we  have  used. 

The  patient  is  allowed  to  go  home  the  same 


afternoon  that  the  ligations  have  been  carried 
out  in  the  hospital.  He  is  asked  to  report  to 
the  office  in  two  or  three  days  for  a chanee  of 
dressings  and  inspection  of  the  wounds. 
The  patient  is  asked  to  come  back  in  eight  to 
ten  days  for  removal  of  sutures.  At  this  time, 
if  the  patient  has  not  developed  too  severe 
a reaction  to  the  injections  which  were  done 
at  the  time  of  operation,  further  injections 
can  be  started.  The  patient  is  asked  to  return 
at  weekly  intervals,  when  other  veins,  which 
are  not  thrombosed,  can  be  injected  with 
from  one  to  three  c.c’s  of  Sylnasol.  We 
limit  the  total  injection  to  about  five  c.c.’s,  as 
we  have  had  a few  moderately  severe  sys- 
temic reactions  in  patients  who  received  morp 
than  this  amount.  We  know  of  some  men  who 
use  considerably  more  than  this  amount.  We 
feel  that  it  may  be  safe  in  the  average  in- 
dividual but  we  don’t  want  to  take  the  risk 
that  may  occur  at  times  in  the  person  who  is 
quite  allergic  to  these  solutions. 

When  a person  is  first  seen  in  our  office,  we 
give  him  a so-called  ‘test  dose’  after  first  in- 
quiring whether  he  has  ever  exhibited  any 
allergies  in  the  form  of  hay  fever,  asthma  or 
hives.  If  he  has  never  had  any  of  these  things, 
we  give  him  one  to  one  and  one-half  c.c’s  of 
Sylnasol  Solution  into  a vein  segment.  We 
ask  him  to  return  in  a couple  of  days  in  order 
to  observe  the  local  reaction  that  has  been 
obtained.  From  this  initial  injection  we  can 
guage  much  better  how  much  solution  we 
should  inject  at  the  time  of  surgery  and  at 
subsequent  injection  periods  in  the  office. 

Regarding  the  initial  treatment  of  patients 
who  come  to  the  office  with  varicose  ulcers, 
most  of  these  patients  come  in  with  an  ulcer 
that  has  been  under  home  treatment.  It 
usually  has  some  degree  of  surface  infection 
present.  We,  therefore,  prefer  not  to  do  any 
injections  of  the  veins  surrounding  the  ulcer 
at  the  first  visit,  in  spite  of  the  temptation 
which  it  may  be  in  many  instances.  We  pre- 
fer to  wash  the  surface  of  the  ulcer  off  with 
some  mild  solution  such  as  a solution  of  Zep- 
herin  or  Phemoral.  Then  we  like  to  apply 
an  antiseptic  ointment  with  an  elastic  dress- 
ing which  the  patient  can  not  remove.  We 
like  to  use  either  sulfathiazole  ointment  or 
one  per  cent  mercurochrome  in  an  aquaphor 
base  with  the  use  of  elastoplast  over  the 
dressing.  The  patient  is  asked  to  return  in 
two  or  three  days  and  the  ulcer  is  redressed. 
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We  sometimes  use  ultra  violet  light  to  the 
surface  of  the  ulcer  at  the  first  or  second 
visit,  as  we  feel  it  definitely  has  a value  in 
doing  two  things  first;  first,  in  sterilizing  the 
wound  surface  and  second,  in  stimulating 
epithelialization.  We  also  believe  that  in  the 
patients  who  are  obese,  as  many  of  these  pa- 
tients are,  that  they  should  be  placed  on  a 
reducing  diet,  be  given  supplementary  vi- 
tamin therapy  and  be  advised  to  stay  on  a 
high  protein,  low  fat  diet  with  a high  intake 
of  vitamin  C.  We  have  never  been  in  favor 
of  ointments  that  contain  phenol  of  any  sort 
as  we  have  seen  a number  of  patients  who, 
under  home  treatment,  have  developed  large 
chemical  ulcers,  the  results  of  using  carbolic 
salve.  We  are  very  much  against  carbolated 
salves  and  feel  so  strongly  in  the  matter  that 
we  think  there  should  be  a state  or  federal 
law  against  selling  such  preparations  over 
the  counter  to  the  patient.  We  have  tried 
most  of  the  various  ointments  that  have  been 
put  on  the  market  and  advocated  for  the  use 
of  ulcers,  but  feel  that  most  of  them  are  of 
little  value  and  many  of  them  are  definitely 
injurious  as  is  carbolic  salve.  We  have 
used  cod  liver  oil  ointment  but  have  been 
unable  to  see  any  true  value  in  its  use.  We 
feel  the  most  important  thing,  of  course,  is  the 
elimination  of  venous  stagnation  in  the  area 
of  the  ulcer  and  this  can  best  be  done  by 
ligating  all  the  veins  emptying  into  the  ulcer 
area.  In  the  simple  ulcer,  the  one  without  the 
brawny  edema  of  the  lower  third  of  the  leg, 
this  is  a relatively  simple  matter.  Once  the 
infection  is  cleared  up  and  the  ulcer  appears 
to  be  showing  some  evidence  of  healing  under 
the  ointment  and  elastoplast  dressings  which 
have  been  applied,  we  then  send  the  patient 
into  the  hospital  for  the  multiple  ligations 
and  injections  of  the  superficial  venous  sys- 
tem. 

We  feel  that  the  cases  with  the  large  in- 
dolent ulcers  with  brawny  induration  of  the 
leg  may  have  to  be  treated  sooner  or  later  by 
ligating  the  popliteal  vein,  as  they  will  not 
get  well  on  a permanent  basis  unless  this  is 
done.  We  think  that  if  the  patient  will  con- 
stantly wear  an  elastic  stocking  or  support- 
ing bandages  he  can  undoubtedly  heal  his 
ulcer  and  keep  it  healed,  but  unless  the  pop- 
liteal vein  is  ligated,  he  probably  will  never 
get  rid  of  the  brawny  induration  and  fibrosis 
which  is  present.  One  usually  can  determine 


(by  clinical  means)  whether  the  vein  should 
be  ligated.  However,  once  in  awhile  if  one  de- 
pends only  on  clinical  signs  alone,  without 
the  use  of  x-rays  of  the  deep  circulation,  one 
can  get  into  serious  trouble.  At  the  Veterans 
Hospital,  Dr.  Kuss  and  Dr.  Eide  have  been 
doing  intravenous  injections  of  the  veins  with 
diodrast  and  taking  x-ray  pictures  at  the  time 
the  diodrast  is  inserted.  This  determines 
whether  the  deep  circulation  is  patent,  how 
large  the  veins  are  and  how  far  down  the  leg 
the  dilated  veins  extend.  I think  that  in  all 
questionable  cases,  the  veinograms  should 
and  must  be  done  prior  to  any  attempted 
ligation  of  the  popliteal  vein. 

In  doing  a popliteal  vein  ligation,  we  use  a 
curved  incision  behind  the  knee  as  it  is  less 
apt  to  produce  scar  tissue  contracture.  We 
start  the  upper  end  of  the  incision  on  the 
medial  side  of  the  thigh  just  above  the  knee 
about  two  to  three  centimeters  and  extend  it 
down  to  the  crease  behind  the  knee,  then  go 
transversely  behind  the  knee  and  down  the 
lateral  aspect  of  the  calf  for  a distance  of  two 
to  three  centimeters.  One  can  reverse  the  in- 
cision and  start  it  on  the  outer  aspect  of  the 
thigh  and  end  up  on  the  inner,  as  this  is  im- 
material. However,  the  important  thing  is  to 
guard  against  injury  to  the  popliteal  and  short 
saphenous  nerves.  One,  of  course,  must  also 
be  careful  of  the  popliteal  artery  which  lies 
just  anterior  to  the  vein  and  its  tributaries. 
The  vein  is  found  deep  to  the  deep  fascia  be- 
tween the  medical  and  lateral  heads  of  the 
gastrocnemius  muscle.  Following  ligation  of 
the  popliteal  vein,  the  patient  should  wear 
an  elastic  supporting  stocking  for  a period  of 
at  least  several  months  or  until  the  patient 
can  get  along  without  developing  edema  after 
leaving  it  off.  We  like  to  suggest  to  the  pa- 
tient who  has  had  edema  to  start  leaving  his 
elastic  bandage  or  stocking  off  starting  late 
in  the  evening  at  first,  then  gradually  taking 
it  off  a little  earlier  in  the  evening  until  he 
is  starting  to  take  it  off  in  the  late  afternoon, 
then  the  mid-afternoon,  then  at  noon.  In 
other  words,  he  wears  it  from  the  time  he  gets 
up  until  evening,  gradually  taking  it  off  a 
little  sooner  each  day.  If  he  finds  that  at  any 
time  he  develops  a little  edema,  he  no  longer 
takes  it  off  any  earlier  in  the  day,  but  con- 
tinues to  wear  it  that  long  until  he  finds  that 
he  can  go  without  developing  edema.  Then 
he  starts  taking  it  off  a little  sooner  until  he 
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finally  gets  down  to  the  point  where  he  is 
wearing  it  only  a few  hours  in  the  morning. 
Then  he  can  leave  if  off  entirely. 

SUMMARY 

In  conclusion,  I would  like  to  say  that  I feel 
that  the  treatment  of  varicose  veins  is  on  a 
much  more  rational  basis  today  than  it  has 
ever  been.  We  still  have  a lot  to  learn,  espec- 
ially in  the  field  of  treating  the  large  indur- 
ated ulcers  of  the  lower  third  of  the  leg.  The 
ligation  of  the  popliteal  vein  is  a rather  new 
procedure  and  the  final  results,  I think,  will 
require  a little  more  time  for  us  to  truly  eval- 
uate. It  is  definitely  a great  addition  to  our 
treatment  of  the  more  complex  ulcers  of  the 
leg. 

The  points  I would  like  to  stress  are  first, 
the  multiple  incision  method  of  treating 
varicose  veins  combined  with  injecting  the 
vein  segments  in  a cephalad  manner  rather 
than  in  a retrograde  manner.  Thus  we  are 
able  to  obtain  a better  injection  of  the  veins 
and  are  less  apt  to  get  solution  out  into  the 
tissues  around  the  site  of  the  ligature. 

Second,  to  advocate  incisions  parallel  to  the 
groin  rather  than  vertical,  as  it  produces  a 
much  less  prominent  scar.  It  is  just  as 
easy  an  incision  to  use  to  approach  the  veins 
in  the  region  of  the  fossa  ovale.  Care  should 
be  taken  so  as  not  to  cut  across  the  femoral 
nodes  or  lymphatics  in  this  area.  We  take  a 
pointed,  curved  forceps  or  small  mosquito  for- 
cep  and  spread  the  tissue  in  a vertical  manner 
after  we  have  incised  the  superficial  fascia. 
In  this  way  we  do  not  cut  across  the  lym- 
phatic channels  nor  the  lymph  glands.  When 
working  in  the  out  patient  department  of  one 
of  our  charity  hospitals  in  Minneapolis,  we 
saw  two  cases  in  which  lymphorrhea  deve- 
loped due  to  the  fact  that  the  incision  was 
carried  transversely  through  the  lymphatics 
and  in  one  instance  the  patient  succumbed  to 
a lethal  issue.  However,  careful  exposure 
can  eliminate  this  hazard  even  though  the 
skin  and  subcutaneous  fat  is  incised  trans- 
versely. 

Another  thing  I would  like  to  suggest  is  a 
preparation  which  we  have  used  now  for 
fifteen  years  with  very  good  results,  namely, 
the  incorporation  of  one  per  cent  mercur- 
chrome  into  aquaphor,  which  is  made  by 
Duke  Laboratories.  This  ointment  is  very 
soothing  and  very  compatable  with  wound 
healing.  It  absorbs  a large  amount  of  mois- 


ture and  when  dressings  are  changed  at  in- 
tervals of  four  to  five  days  there  is  practically 
no  secretion  beneath  the  dressing.  The  wound 
looks  like  an  anatomical  dissection.  It  is  clean, 
free  from  pus  and  debride.  In  any  ulcer  that 
is  slow  to  heal  and  in  which  any  ointment 
must  be  used  over  a long  period  of  time,  we 
do  not  continue  to  use  mercurchrome  oint- 
ment because  of  a danger  of  developing  either 
a mercurial  poisoning  or  a mercurial  derma- 
titis. We  like  to  alternate  the  ointment  with 
either  just  plain  vaseline  strips  or  one  of  the 
sulfathiazole  preparations  such  as  five  per 
cent  sulfathiazile  and  urea  ointment  or  just 
the  five  per  cent  sulfathiazole  ointment  in  a 
cream  base  as  put  out  by  a number  of  manu- 
facturers. 

Another  suggestion  is  the  use  of  only  fine 
catgut  sutures,  such  as  a triple  or  double  O 
catgut  in  the  ligation  of  these  veins,  rather 
than  the  use  of  non-absorable  suture  material. 
We  have  used  a great  deal  of  silk  in  the  past 
but  have  run  into  a certain  percentage  of 
cases  in  which  the  wound  would  spit  out  the 
silk  much  to  the  annoyance  of  the  patient 
and  to  our  embarrassment.  So  we  have  dis- 
continue the  use  of  silk,  linen  and  other  su- 
tures in  favor  of  the  fine  catgut  suture  which 
will  usually  be  absorbed.  Occasionally  the 
knots,  however,  will  spit  out  but  they  usually 
do  not  give  any  real  trouble. 

All  varicose  veins  and  ulcers  can  be  ade- 
quately dealt  with  today  by  the  combined 
method  of  surgical  ligations  and  injections  of 
the  venous  systems  of  the  leg.  The  judicious 
use  of  mild  sclerosing  solutions  will  usually 
affect  a fairly  permanent  thrombosis  of  the 
veins  providing  the  collateral  veins  are  tied 
off  and  the  long  saphenous  segments  are 
ligated  at  intervals  to  prevent  the  develop- 
ment of  increased  hydrostatic  pressure. 
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Infant  Feeding* 

By  Stuart  Lane  Arey.  M.D., 
Minneapolis,  Minn. 


Almost  all  authorities  agree  that  breast 
feeding  is  the  feeding  of  choice  for  a healthy 
full-term  infant.  In  spite  of  this,  not  more 
than  10  to  20  percent  of  infants  are  breast  fed 
at  2 months  of  age  in  many  urban  pediatric 
practices.  In  most  communities,  the  higher 
the  economic  status,  the  less  is  the  likelihood 
of  breast  feeding.  There  has  been  a gradual 
re-awakening  of  interest  in  breast  feeding  but 
until  it  becomes  stylish  to  nurse  we  will 
usually  be  faced  with  an  insurmountable  dif- 
ficulty when  mother  says,  “I  just  don’t  want 
to  nurse  my  baby.”  I’m  sure  we  could  look 
back  some  400  years  for  some  very  sane  ad- 
vice from  Scevola  deSante-Marthe  (1526- 
1623)1; 

“If  health  and  strength  permit  thee,  don’t 
refuse 

The  child  thy  nipple;  nor  another’s  use — 
Yet  if  thou’rt  sickly,  if  thy  spirits  fail 
If  the  child’s  touched  with  any  catching 
ail 

This  duty,  whether  hated  or  desired. 
Ceases  and  tis  no  more  of  thee  required. 
Then  not  to  suckle,  is  not  to  neglect 
But  chuse  a nurse  and  I’ll  thy  choice 
direct.  ” 

Let  us  examine  the  literature^  as  to  the 
relative  advantages  of  artificial  and  breast 
feeding.  For  practical  purposes  we  shall  con- 
sider artificial  feeding  to  mean  cow’s  milk 
modified  by  boiling,  homogenization  or 
evaporation  with  the  addition  of  carbohy- 
drates. 

First,  the  protein  in  human  milk  is  supposed 
to  be  more  adequate  than  that  of  cow’s  milk. 
An  infant  fed  on  ordinary  cow’s  milk  mixture 
will  receive  about  3.4  grams  per  kilo  of  pro- 
tein while  a breast  fed  infant  receives  about 
2.5  grams  per  kilo.  Those  receiving  cow’s 
milk  will  show  a steady  increase  in  nitrogen 
content  of  their  bodies,  while  breast  fed  in- 
fants show  a nitrogen  content  which  remains 

* Read  at  meeting  of  Aberdeen  District  Medical 
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at  birth  level  or  slightly  less  for  many  weeks. 
Babies  fed  cow’s  milk  in  relatively  large 
amounts  have  25%'  more  muscle  mass  than 
breast  fed  infants;  however,  the  breast  fed 
baby  seems  to  be  at  no  physical  disadvantage. 
In  the  artificially  fed  baby  receiving  a min- 
imum amount  of  milk,  with  a nitrogen  re- 
tention only  equal  to  that  of  a breast  fed  baby, 
we  will  find  a relatively  poorer  motor  de- 
velopment and  poorer  tissue  turgor.  If  these 
observations  are  correct  the  use  of  artificial 
mixtures  which  attempt  to  imitate  the  per- 
centage composition  of  breast  milk  would 
seem  illogical. 

Second,  the  fat  of  human  milk  is  supposed 
to  be  more  suitable  for  infant  consumption. 
Holt’s  work  shows  this  to  be  untrue.  Further- 
more, Gordon  and  Levine  have  shown  that 
prematures  gain  more  rapidly  when  the  pro- 
portion of  fat  offered  is  cut  in  half. 

Third,  the  calcium  of  human  milk  is  sup- 
posedly better  utilized  because  of  more  favor- 
able Ca/P  ratio.  This  is  true,  but  we  find  that 
the  artificially  fed  baby  will  receive  about  .12 
grams  of  Ca  per  kilo  as  against  .06  gram  per 
kilo  in  the  breast  fed.  While  the  Ca  of  human 
milk  is  more  efficiently  utilized  the  total  re- 
tention is  greater  in  the  artificially  fed.  The 
linear  growth  of  babies  fed  a standard  cow’s 
milk  mixture  is  related  closely  to  the  Ca 
which  is  retained.  On  the  other  hand,  a breast 
fed  baby  has  excellent  linear  growth  in  spite 
of  a much  lower  Ca  retention,  and  will  grow 
at  a greater  rate  than  an  artificially  fed  baby 
who  has  the  same  Ca  retention. 

Fourth,  breast  milk  is  supposed  to  be  more 
easily  digested  than  cow’s  milk.  Dr.  Brenne- 
man  showed  years  ago  that  one  of  the  main 
criteria  of  digestibility  was  the  type  of  curd 
formed  by  the  action  of  rennin  in  the  stomach. 
Breast  milk  has  a very  fine  curd  but  all  the 
commonly  used  milk  mixtures  yield  a rela- 
tively soft  curd. 

Fifth,  the  babies’  psychic  needs  may  be 
better  supplied  by  nursing.  While  it  is  true 
that  breast  feeding  will  of  necessity  require 
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fondling  of  the  infant,  the  same  effect  can  be 
realized  by  proper  instruction  of  the  mother. 
If  there  is  any  mysterious  psychogenic  factor 
in  breast  feeding  it  seems  odd  that  given  a 
choice  almost  all  infants  during  early  life 
prefer  the  bottle.  Also,  if  we  have  an  anxious 
mother  she  may  get  more  peace  of  mind  from 
visual  proof  of  amounts  taken,  than  the  more 
unpredictable  amount  yielded  by  her  breasts. 

Sixth,  it  has  been  shown  that  breast  fed 
babies  as  a group  have  a lower  morbidity  and 
mortality  rate  during  the  second  six  months 
of  life  than  do  bottle  babies.  Stevenson 
analyzed  the  number  of  respiratory,  gastro- 
intestinal, and  other  infections  in  one  hundred 
fifty  breast  and  bottle  fed  infants.  There  was 
no  significant  advantage  for  either  group  ex- 
cept with  respect  to  respiratory  infections. 
Here  during  the  6th  to  12th  month  of  life  the 
breast  fed  baby  had  about  30%  fewer  upper 
respiratory  infections  than  his  artificially  fed 
brother. 

Seventh,  human  milk  is  superior  to  cow’s 
milk  as  a source  of  iron.  An  exclusive  cow’s 
milk  diet  after  3 months  of  age  will  lead  to 
nutritional  anemia.  This  type  of  anemia  is 
slower  to  develop  in  the  breast  fed,  possibly 
due  to  greater  folic  acid  content  of  the  breast 
milk. 

In  addition,  we  find  that  breast  milk  is 
cheaper  than  formula,  but  to  balance  this  we 
have  the  factor  of  a possibly  inadequate  diet 
in  the  nursing  mother,  which  may  lead  to 
deficiencies  in  the  breast  milk. 

Finally,  there  is  the  question  of  ease  of 
preparation.  Certainly  there  is  much  less  pos- 
sibility of  error  in  the  mechanics  of  breast 
feeding.  On  the  other  hand  the  preparation 
of  formula  should  not  be  too  difficult. 

After  reviewing  the  preceding,  we  must 
conclude  that  breast  feeding  is  desirable  but 
outside  of  the  increased  incidence  of  respira- 
tory infection  the  bottle  baby  is  under  no 
great  handicap. 

VITAMIN"A"  ASCORBIC  ACID 

Stevenson  in  his  scholarly  work  on  artificial 
feeding  makes  the  following  suggestions  as 
to  the  reasons  for  the  superiority  of  breast 
milk: 

First  — the  recommended  dose  of  Vitamin 
A is  1500  I.  U.  daily.  However,  the  breast  fed 
baby  of  six  months  will  receive  about  3250 
units  daily.  The  blood  level  of  Vitamin  A in 


the  newborn  is  low  and  drops  lower  on  the 
third  day  of  life.  The  fact  that  colostrum 
contains  three  times  the  amount  of  Vitamin 
A found  in  breast  milk  would  suggest  an  in- 
creased need  for  Vitamin  A in  the  newborn. 

The  other  striking  difference  is  the  greater 
ascorbic  acid  content  of  breast  milk.  One 
quart  of  breast  milk  will  contain  about  50 
milligrams  of  ascorbic  acid  as  against  the  30 
milligrams  advised  for  a six  month  infant.  The 
breast  fed  infant  seems  to  utilize  ascorbic  acid 
better  than  the  artifically  fed.  Snelling 
showed  that  when  breast  fed  babies  with  an 
intake  of  ascorbic  acid  of  35  mgm  daily  were 
given  added  orange  juice,  there  was  no  in- 
crease in  the  plasma  ascorbic  acid  level  (.76 
mgm  %).  On  the  other  hand,  artifically  fed 
infants  receiving  30  mgm  of  ascorbic  acid 
showed  plasma  levels  of  .30  mgm  %. 

Levine  showed  that  prematures  can’t  met- 
abolize tyrosine  and  phenylalanine  without 
ascorbic  acid.  He  feels  that  the  need  for  as- 
corbic acid  is  increased  as  the  protein  intake 
is  increased. 

In  view  of  the  above,  it  seems  advisable  to 
give  artificially  fed  babies  at  least  100  mgm 
of  ascorbic  acid  daily  preferably  in  divided 
doses. 

OTHER  VITAMINS 

While  we  are  on  this  subject  we  may  as 
well  discuss  the  need  for  the  other  vitamins. 
The  thiamine  content  of  human  milk  is  rela- 
tively low.  Cow’s  milk,  even  when  diluted, 
contains  more  thiamine  than  breast  milk. 
Early  supplements  in  all  babies  would  seem 
indicated,  the  usual  allowance  advised  is  .5 
mgm  per  100  calories. 

The  riboflavin  content  of  cow’s  milk  and 
breast  milk  is  such  as  to  yield  the  suggested 
allowance  of  75  micrograms  per  kilo. 

Human  milk  contains  twice  as  much  nico- 
tinic acid  as  does  bovine  milk.  Part  of  the  re- 
quirement is  supplied  as  tryptophan  of  which 
milk  is  a good  source. 

Vitamin  D content  of  both  milks  is  in- 
adequate. The  usual  allowance  is  400  units 
daily  which  is  met  by  4 or  5 drops  of  Cod  liver 
oil  concentrate  or  1 teaspoon  of  CLO.  This 
should  be  started  about  the  second  week. 
Amounts  over  1500  units  may  cause  symptoms 
of  intoxication.  Parenthetically,  it  was  form- 
erly thought  that  prematures  required  more 
Vitamin  D than  a full  term  baby.  This  seems 
to  be  in  error,  the  increased  incidence  of 


— 189  — 


SOUTH  Dakota 


rickets  being  due  to  a need  for  a larger  intake 
of  Ca  and  P than  are  often  supplied. 

Other  supplements  to  milk  are  as  follows: 
Cereals  have  the  weight  of  ancient  custom 
as  a first  solid  food.  Farina  products  add 
little  to  the  nutritional  value  of  the  infants 
diet.  Whole  grain  cereals  and  fortified  prop- 
rietary foods  contribute  an  important  addi- 
tion if  iron  and  thiamine. 

Fruit  is  generally  better  accepted  as  the 
first  spoon  food. 

Vegetables  and  egg  yolk  supply  iron  and 
B vitamins  in  relatively  large  amounts. 

Meats  in  strained  form  have  recently  be- 
come available.  They  are  also  a good  source 
of  vitamin  B and  iron. 

PRACTICAL  APPLICATION 

If  the  mother  decides  on  breast  feeding  the 
baby  is  usually  not  put  to  breast  for  24  hours 
after  delivery,  then  he  is  allowed  to  nurse 
alternate  breasts  for  a few  minutes  at  4 hour 
intervals  5 times  daily;  the  2 A.  M.  nursing 
being  omitted  in  most  institutions.  After  the 
third  day  the  time  of  each  nursing  is  gradually 
increased  to  15  to  30  minutes.  Certainly  such 
a schedule  is  a compromise  between  phys- 
iologic needs  and  the  demands  of  hospital 
routine.  In  the  past  five  years  there  has  been 
a revival  of  interest  in  “rooming  in  plans” 
which  allow  the  baby  to  be  cared  for  by  its 
mother  and  to  suckle  more  or  less  ad  lib. 
As  those  who  go  back  to  home  deliveries  will 
recognize,  this  is  nothing  but  a return  to  the 
method  used  before  hospital  deliveries  be- 
came routine.  In  some  institutions  this  plan 
has  been  highly  regarded.  Whether  it  will 
be  widely  accepted  remains  to  be  seen. 

Where  the  baby  is  full  term,  water,  weak 
sugar  solutions  or  gelatin  solutions  as  advo- 
cated by  Kugelmass  may  be  used  until  the 
supply  of  breast  milk  is  established.  Cer- 
tainly, the  routine  use  of  formula  during  the 
first  3 days  of  life  seems  to  decrease  the  num- 
ber of  breast  fed  infants.  There  is  some  lack 
of  logic  in  our  thinking  where  we  feel  com- 
pelled to  supplement  a baby  of  5V2  to  5 and 
% pounds,  6 to  8 hours  after  birth,  while  a 2y2 
pound  premature  goes  48  to  72  hours  without 
even  water.  We  must  strike  a reasonable 
balance  between  overzealous  starvation  and 
too  free  use  of  formula. 

What  galactagogues  have  we?  The  only 
effective  one  is  complete  emptying  of  the 
breasts.  Therefore,  the  concern  about  too 


days  of  life.  On  the  other  hand,  a starving 
promiscuous  use  of  formula  during  the  first 
child  may  become  too  weak  to  stimulate  the 
breast  by  vigorous  sucking. 

Emotional  storms  may  inhibit  the  forma- 
tion of  breast  milk  but  a calm  mother  will  not 
necessarily  be  a good  milk  producer  — “Car- 
nation’s” advertising  agency  to  the  contrary. 

The  time  honored  drinking  of  beer,  milk, 
cocoa,  etc.,  has  no  basis  other  than  folk-lore 
as  a means  of  increasing  the  breast  milk 
supply. 

At  the  time  of  discharge  the  mother  is 
warned  of  the  temporary  difficulties  which 
she  may  encounter  during  her  first  few  days 
at  home.  A flexible  framework  somewhere 
between  the  rigid  6-10-2-6-10  schedule  and 
complete  self  selection  of  nursing  times  is 
advised.  At  2 to  3 weeks  of  age,  a weekly 
bottle  is  given  to  allow  mother  some  freedom 
and  to  accustom  the  child  to  the  bottle. 

In  the  artificially  fed  infant  an  Evaporated 
Milk  mixture  of  2/3  water  and  1/3  Evaporated 
Milk  with  5%  carbohydrate  is  started  with 
directions  to  feed  2 to  8 ounces  every  3 to  4 
hours.  Most  milk  mixtures  contain  10  to  20% 
of  calories  as  protein,  15  to  30%  as  fat  and 
50  to  70%  as  carbohydrate.  This  is  approx- 
imated when  2/3  of  the  calories  come  from 
milk  and  1/3  from  carbohydrate.  About  2 to 
2V2  ounces  of  water  per  pound  is  given. 

Mother  is  advised  to  waken  the  child  after 

4 hours  during  the  day  but  allow  him  to  sleep 
ad  lib  during  the  night.  Interestingly,  the 
majority  of  children  on  a complete  demand 
schedule  will  sleep  from  6:00  P.  M.  to  2:00 
A.M. 

My  own  plan  for  addition  of  solid  food  is 
as  follows:  Fruit  in  the  form  of  apple  sauce  or 
ripe  banana  is  begun  at  6 weeks.  When  this  is 
taken  well,  cereal  is  added  at  10  a.m.  and  6 
p.m.  It  seems  wiser  to  use  one  of  the  propri- 
etary cereals  which  doesn’t  contain  wheat  and 
to  alternate  oatmeal,  rice  or  barley  in  an  at- 
tempt to  forestall  the  development  of  aller- 
gies. 

At  3 to  4 months  vegetables  are  added.  At 

5 months  a raw  egg  yolk  is  added  to  the  cereal 
and  toast  or  zwiebach  is  given  to  accustom 
the  baby  to  chewing. 

By  6 months  of  age  the  breast  fed  babies  are 
weaned  directly  to  a cup  and  all  babies  are 
given  either  homogenized  milk  or  equal  parts 
of  Evaporated  milk  and  water.  The  homogen- 
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ized  milk  need  not  be  boiled  but  should  be 
warmed. 

At  6 months  of  age  it  is  wise  to  discontinue 
the  use  of  vegetable  purees  and  turn  to  either 
home  cooked  food  which  has  been  well 
mashed  with  a fork  or  use  the  so-called  Junior 
foods  mashed  with  a fork.  Continuance  of 
purees  to  a later  date  may  lead  to  a disinclina- 
tion to  take  any  food  which  is  not  perfectly 
smooth. 

At  8 months  I believe  the  most  important 
visit  for  the  parent  occurs.  If  we  as  physicians 
are  wise  in  anticipating  the  normal  changes 
we  may  forestall  many  of  the  eating  problems 
which  have  plagued  us.  At  8 months  of  age 
we  see  the  emergence  of  an  individuality  and 
a so-called  “mind  of  our  own.”  The  rate  of 
gain  is  going  to  slow  up  and  the  child  norm- 
ally begins  to  develop  streaks  in  eating.  Here 
a few  minutes  spent  with  judicious  reference 
to  the  work  of  Clara  Davis^  will  forestall 
much  later  difficulty.  As  you  know  Dr.  Davis 
took  newly  weaned  infants  and  allowed  them 
completely  free  choice  of  basic  foods.  They 
ate  a theoretically  balanced  diet  and  main- 
tained excellent  nutrition.  They  did  not  eat 
a balanced  diet  daily  but  over  a period  of 
time  did  meet  the  theoretical  requirements 
for  optimal  growth. 

Also  at  8 months  of  age  we  see  the  begin- 
nings of  what  is  euphemistically  called  nega- 
tivism which  will  increase  to  its  peak  at  18 
months  of  age.  If  the  mother  is  warned  that 
a natural  rebellion  will  occur  if  too  much 
pressure  is  brought  to  bear  in  the  matter  of 
eating  perhaps  we  can  help  her  to  make  meal 
times  a pleasant  time  and  not  a struggle. 

MANAGEMENT  OF  COMMON 
DIFFICULTIES 

Colic  is  a syndrome  which  has  been  des- 
cribed variously  as  over-feeding,  under-feed- 
ing, food  allergy,  behavior  problems,  etc.  I 
have  reference  here  to  what  mother  describes 
as  follows:  “My  baby  seems  hungry  all  the 
time.  He  will  eat,  then  1 to  2 hours  later  will 
awaken,  scream,  clench  his  fists,  pull  his 
legs  up,  perspires  and  seems  in  great  distress.” 
It  is  seen  usually  from  10  days  to  3 months 
of  age  and  is  more  prevalent  in  the  breast 
fed.  Strangely  enough,  it  is  rarely  encoun- 
tered in  hospital  practice;  yet  it  is  all  too  com- 
mon in  private  practice.  The  most  acceptable 
theory  as  to  its  etiology  seems  to  be  that  it  is 
due  to  an  immaturity  of  the  autonomic  con- 


trol of  the  intestinal  tract.  The  fact  that  it 
universally  disappears  by  3 months  of  age 
would  lend  credence  to  this  theory.  As  to 
treatment,  the  multiplicity  of  remedies  ad- 
vocated gives  proof  of  their  ineffectiveness. 
Occasionally  an  ano-rectal  stricture  will  be 
found.  Manual  dilatation  will  yield  a rapid 
cure  of  this  condition,  but,  in  most  instances, 
after  thorough  examination  we  are  faced  with 
a well  nourished  infant  who  has  succeeded  in 
making  life  most  miserable  for  his  distraught 
parents.  Sodium  Phenobarbital  in  doses  of  V4 
to  V2  grain  before  feedings  will  serve  to  let 
everyone  get  a little  rest.  The  use  of  calcium 
casinate  (Casec)  will  relieve  a few  children, 
the  addition  of  solid  food  occasionally  gives 
relief.  The  use  of  Protein  Milk  with  3 to  5% 
added  carbohydrate  has  been  the  most  suc- 
cessful therapeutic  measure  I have  found.  It 
seems  to  give  relief  in  about  60  to  70%  of  the 
cases  and  should  be  continued  until  3 months 
of  age  at  which  time  the  baby  may  be  re- 
turned to  a more  conventional  feeding.  In 
some  instances  we  must  rely  on  a thorough 
physical  exam  and  reassurance  of  the  parents 
that  if  they  can  keep  their  sanity,  3 months 
will  almost  surely  see  them  through  this  try- 
ing time. 

Constipation  is  almost  never  a problem  in 
breast  fed  infants.  In  bottle  babies  it  can 
usually  be  controlled  by  fruits  such  as  prunes, 
appricots,  and  apple  sauce.  If  this  isn’t  suc- 
cessful the  addition  of  malt  soup  extracts  to 
one  or  more  bottles  daily  is  indicated.  The 
use  of  other  laxatives  is  rarely  indicated. 

Mild  diarrheas  can  be  controlled  usually 
by  a short  period  of  starvation  followed  by 
the  addition  of  low  fat  milk  mixture  such  as 
skim  -boiled  milk  or  in  the  more  prolonged 
cases  the  use  of  Protein  Milk.  The  syndrome 
of  starch  intolerance  is  fairly  common  dur- 
ing the  first  year  or  two  of  life.  In  children 
who  have  persistent  diarrhea  in  spite  of  the 
use  of  boiled  milk,  cereal,  toast,  and  other 
bland  foods,  a change  to  a coeliac  type  diet, 
i.e.,  skim  boiled  milk,  cottage  cheese,  banana 
and  lean  meat,  will  oftentimes  cause  a rapid 
return  to  normalcy.  The  use  of  paregoric, 
Kaolin  and  Bismuth  would  seem  to  be  of 
very  secondary  importance. 

Anorexia  can  usually  be  prevented  by 
sound  advice  as  to  an  infant’s  normal  dietary 
needs.  When  the  condition  has  developed  pa- 
(Continued  on  Page  202) 
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Since  my  last  letter,  I have  attended  the  AMA  Meeting 
in  Chicago.  The  meeting  was  both  educational  and  inspira- 
tional. I wore  my  feet  out  getting  education  from  viewing 
the  exhibits  in  the  mile-long  exhibit  hall.  One  cannot  help 
but  be  proud  to  belong  to  the  medical  profession  and  to  the 
AMA  when  one  sees  the  remarkable  technical  exhibits  they 
presented  at  the  Chicago  meeting. 

The  Sunday  before  the  official  starting  of  the  meeting  I 
attended  the  meeting  of  State  Officers.  The  talks  by  national 
leaders  were  an  inspiration  and  a challenge  to  the  medical  profession.  They  challenged  us  to 
get  into  politics.  It  is  up  to  us  and  other  professional  and  non-professional  groups  who  believe 
in  private  enterprise  and  individual  freedom  to  get  into  politics  and  see  to  it  that  the  right 
people  go  to  Washington. 

I attended  a few  of  the  business  meetings  and  began  to  realize  how  hard  our  delegate  works. 
Dr.  Brown,  our  delegate,  and  Dr.  Lampert,  our  alternate,  attended  meetings  from  morning  until 
night.  John  Foster  was  also  busy  attending  meetings  with  his  group.  , 

I met  men  who  have  spent  weeks  every  year  for  the  past  10  to  15  years,  without  recompense, 
workng  for  the  welfare  of  the  medical  profession.  Should  we  object  to  give  a small  percentage 
of  our  time  and  money  for  the  same  cause? 

I spent  two  hours  one  afternoon  going  through  the  AMA  building.  When  you  see  what  they 
are  doing  you  wonder  how  they  can  do  so  much  on  $25  dues. 

A few  words  about  the  World  Medical  Association.  We  should  deem  it  a privilege  and  honor 
to  be  able  to  belong  to  an  international  organization  working  towards  world  peace  and  world 
betterment.  Such  an  organization  is  the  W.M.A.  The  dues  are  $10.00.  I urge  you  to  write  to  the 
World  Medical  Association,  U.  S.  Committee,  Inc.,  2 East  103rd  st.  New  York,  29,  New  York 
for  their  literature.  One  of  the  speakers  proved  to  me  the  necessity  of  such  an  association  as 
the  W.M.A.  to  combat  other  international  medical  and  health  organizations  whose  sole  purpose 
is  to  establish  socialized  medicine  thru-out  the  world.  Let’s  not  be  penny-wise  and  pound  fool- 
ish. Let’s  not  send  a boy  to  do  a man’s  work. 

In  the  last  few  years  Congress  has  developed  a respect  for  the  willingness  of  a few  doctors 
to  fight  not  only  for  their  own  cause  but  also  for  the  preservation  of  rights  for  others.  Let’s 
maintain  this  respect  by  joining  and  supporting  the  organizations  allied  with  our  profession. 
We  can  not  all  be  delegates  and  officers  spending  days  and  weeks  away  from  our  work.  But, 
we  can  do  our  part  by  belonging  to  our  local,  state,  national  and  international  organizations. 

Another  important  problem  was  also  presented.  Do  we  want  federal  control  of  medical 
education?  The  only  sensible  answer  is  no.  The  only  solution  for  the  PRESENT  is  financial  help 
from  the  alumni  of  the  medical  schools  and  from  lay  people  who  feel  that  freedom  of  medical 
education  must  be  preserved  at  all  costs.  Millions  are  being  raised  by  the  latter  group.  Certainly 
they  should  not  be  expected  to  continue  their  contributions  if  the  docors  do  not  do  their  share. 
A State  Committee  with  Dr.  Lampert  as  chairman  has  been  set  up  and  please  read  what  they 
send  you  and  listen  to  what  they  have  to  say.  Most  of  you  are  probably  already  helping  your 
medical  school  but  do  not  send  it  in  such  a way  so  as  to  get  credit  for  the  medical  profession. 

Einally,  won’t  the  secretary  or  councillor  of  each  district  put  me  on  their  mailing  list  and 
send  me  the  dates  of  their  meetings  as  soon  as  they  can. 

The  thought  for  this  month  and  all  months  — “Good  public  relations  begin  in  the  office.” 
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PLAN  NOW  FOR  FALL  MEETINGS 

Most  of  our  District  Medical  Societies  do 
not  hold  regular  monthly  meetings  during  the 
summer  month,  if  they  do  they  are  merely 
routine.  The  attendance  is  usually  not  very 
good  because  of  the  weather  conditions,  many 
members  being  out  of  town  on  vacations  and 
because  the  programs  are  not  sufficiently  al- 
luring to  attract  the  members. 

However,  the  officers  and  committees  of  the 
various  District  Medical  Societies  should  be- 
gin now  to  plan  their  programs  for  the  fall 
and  winter  meetings.  It  is  not  too  early  for 
program  committees  to  outline  their  pro- 
grams and  contact  speakers  if  they  want  to 
have  interesting  meetings  which  will  insure 
a good  attendance. 

In  considering  possible  speakers  for  Dis- 
trict meetings,  program  chairmen  should 
keep  in  mind  South  Dakota  physicians  who 
have  indicated  their  availabilty.  The  South 
Dakota  Journal  of  Medicine  and  Pharmacy 
has  published  lists  of  South  Dakota  practi- 
tioners who  are  willing  to  talk  at  District 
meetings  on  a wide  variety  of  subjects.  Con- 
tact the  Executive  office  at  Sioux  Falls  for 
details.  Remember,  if  you  have  good  interest- 
ing programs  at  your  District  meetings  the 
members  will  turn  out  in  large  numbers  and 
then  your  Society  will  function  much  better 
than  when  only  a handful  are  present.  The 
strength  of  our  State  Medical  Association  lies 
in  its  component  District  Societies. 


DURHAM-HUMPHREY  LAW 
Suggestions  to  Physicians 
The  Durham-Humphrey  Amendment  to 
the  Federal  Food,  Drug  and  Cosmetic  Act  be- 
came effective  on  April  26,  1952.  This  new  law 
permits  physicians  to  telephone  prescriptions 
to  pharmacists  for  all  drugs  except  narcotics. 
It  likewise  permits  the  use  of  the  telephone  in 
giving  refill  instructions  for  drugs  that  may 
be  sold  only  on  prescription.  Pharmacists 
are  anxious  to  supply  your  patients  with  all 
of  the  medicaton  that  is  needed  but  no  more. 
It  is  important,  therefore,  that  you  give  in- 


structions with  every  new  prescription  calling 
for  RX  LEGEND  drugs.  Suggested  refill  in- 
structions include — “No  Refill” — “May  be  re- 
filled 1 2 3 4 times” — “Refill  whenever  re- 
quested; for  1 year;  6 mos; ” — “Call 

for  refill  instructions.”  In  the  absence  of  re- 
fill instructions,  the  pharmacist  must  refuse 
the  patient’s  request  for  more  of  the  RX  leg- 
end drug. 

The  Food  & Drug  Administration  warn 
against  refilling  instructions  which  convert 
the  original  into  an  open-end  prescription  re- 
fillable  forever.  Where  the  continued  use  of 
the  prescription  is  indicated,  a time  limit  of 
several  years  may  be  authorized.  The  FDA 
recommends  refill  instructions  by  number  of 
times  (1,  2,  3,  etc.)  rather  than  a period  of 
time  (5  yr.,  1 yr.,  6 mo.,  etc.) 

Until  you  become  accustomed  to  writing  re- 
fill instructions,  pharmacists  may  mail  you  a 
refill  instruction  request  form  as  soon  as  the 
original  has  been  filled.  You  can  then  indi- 
cate refill  instructions  easily  while  the  case  is 
still  fresh  in  your  mind.  The  pharmacist 
should  have  complete  refill  instructions  in  his 
file,  either  “Yes”  or  “No,”  so  that  he  will  not 
have  to  bother  you  at  a later  date  when  the 
patient  requests  a refill. 

MIDWEST  CHILDREN'S 
CARDIOVASCULAR  CENTER 

The-  facilities  of  Children’s  Memorial  Hos- 
pital in  Chicago  have  been  made  available  to 
children  in  thirteen  midwestern  states  for  the 
diagnosis  and  treatment  of  cardiovascular  dis- 
orders that  may  be  amenable  to  surgical  cor- 
rection. The  funds  necessary  for  operation 
have  been  made  available  by  the  Federal 
Children’s  Bureau  under  the  administration 
of  the  Illinois  Crippled  Children’s  Division. 

Children  up  to  thirteen  years  of  age  whose 
parents  are  unable  to  finance  treatment  are 
eligible  for  service.  No  charge  is  made  for  the 
necessary  medical,  hospital,  and  surgical 
treatment  required  by  the  patient.  Transpor- 
tation of  the  patient  and  accompanying  par^ 
ent  to  and  from  the  Center  and  subsistence  of 
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the  parent  while  away  from  home  are  not  pro- 
vided for.  These  expenses  are  the  responsi- 
bility of  the  family.  Admission  of  South 
Dakota  children  will  be  arranged  for  by  the 
State  Department  of  Health  and  necessary 
application  blanks  and  instructions  are  avail- 
able upon  request  to  that  Department. 

The  cardiac  team  at  Children’s  Memorial 
Hospital  is  at  present  headed  by  Dr.  Willis  J. 
Potts,  Surgeon,  and  Dr.  Stanley  Gibson, 
Pediatrician.  Both  are  well  known  for  their 
pioneer  work  in  the  field  of  corrective  cardiac 
surgery  in  children. 

Conditions  for  which  surgical  procedures 
have  been  devised  are  as  follows: 

1.  Patent  ductus  arteriosus. 

2.  Coarctation  of  the  aorta. 

3.  Tetralogy  of  Fallot. 

4.  “Pure”  pulmonary  stenosis  involving 
pulmonary  valve  only. 

5.  Vascular  arches  such  as  bifurcated 
aorta  passing  around  the  trachea  and 
esophagus. 

Physicians  of  South  Dakota  are  invited  to 
refer  patients  to  the  State  Department  of 
Health  or  to  write  to  that  Department  for 
further  information. 


WANTED: 


PHYSICIAN  io  locate  in  a prosperous 
southeast  South  Dakota  farming  com- 
munity. Large  territory,  250-bed  hos- 
pital 23  miles  away,  nothing  to  buy, 
and  can  make  money  immediately. 
Present  physician  specializing.  Write 

MR.  EDWARD  EYSTAD 
WAKONDA.  S.  DAK. 


Advertisement 


From  where  I sit 
Joe  Marsh 


Whitey  Sure 
^'Rang  the  Beir^ 

Telephone  woke  me  out  of  a sound 
sleep  last  Friday  night  about  eleven- 
thirty.  “This  is  Whitey  Fisher  out  on 
River  Road,”  says  a voice.  “I  just 
wanted  to  teU  you  how  much  I like 
this  week’s  Clarion.” 

^'Thanks,  Whitey,”  I told  him. 
“But  why  in  blazes  call  to  tell  me  at 
this  time  of  night?”  “Simple,”  he  says, 
“your  boy  just  delivered  it  a while  ago. 
Been  waiting  for  it  all  evening.” 

Next  day,  Buzzy  Wilson  tells  me  he 
delivered  Whitey ’s  paper  late  because 
he  stayed  for  the  school  dance  and 
thought  it  would  be  OK  to  drop  it  off 
on  his  way  home. 

From  where  I sit,  I can’t  blame 
Whitey  for  his  joke.  He  was  just  re- 
minding me  we  owe  other  people  the 
same  respect  we  expect  from  them. 
Since  I’m  always  talking  about  the 
other  fellow’s  rights — like  his  right  to 
enjoy  a glass  of  beer  and  his  right  to 
practice  his  profession  without  inter- 
ference, it  was  only  fair  that  Whitey 
should  “wake  me  up”  to  his  right  to 
get  his  copy  of  the  Clarion  on  time. 


Copyright,  1952,  United  States  Brewers  Foundation 
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South  Dakota  Doctors  Turn 
Out  for  American  Medical 
Association  Session 


Over  44  South  Dakota  doc- 
tors, forming  probably  the 
largest  S.  D.  turn-out  at  an 
AMA  meeting  registered  in 
Chicago  between  June  8 and 
13  at  the  104th  Annual  Meet- 
ing. 

In  addition  to  official  dele- 
gate H.  Russell  Brown,  M.D., 
Watertown  and  his  alternate 
A.  A.  Lamperi.  M.D.  of  Rapid 
City,  were  State  Association 
president,  Roy  E.  Jernstrom, 
M.D.,  Rapid  City;  Council 
Chairman,  R.  E.  VanDemark, 
M.D.,  Sioux  Falls;  Vice-Presi- 
dent, A.  W.  Spiry,  M.D.  of 
Mobridge  and  President- 
Elect,  R.  G.  Mayer,  M.D.  of 
Aberdeen. 

Other  South  Dakotans  reg- 
istered were:  R.  R.  Fisk,  M.D., 
Flandreau;  T.  J.  Billion,  Jr., 
M.D..  Sioux  Falls;  C.  Rodney 
Sloltz,  M.D.,  Watertown; 
M.  W.  Eggers,  M.D.,  Sioux 
Falls;  S.  W.  Fox,  M.D.,  Clear 
Lake;  Robert  Murdy,  M.D., 
Aberdeen;  G.  F.  Wood,  M.D., 
Rapid  City;  E.  A.  Burns, 
M.D.,  Sioux  Falls;  Cloid 
Green,  M.D.,  Canton;  C.  E. 
Kemper,  M.D.,  Viborg;  R.  J. 
Ogborn,  M.D.,  Sioux  Falls, 


W.  E.  Olson,  M.D.,  Ft.  Meade; 
A.  M.  Semones,  M.D.,  Lead; 
T.  G.  Todoroff,  M.D.,  Weaver; 
T.  J.  Billion,  M.D.,  Sioux 
Falls;  C.  E.  Lowe,  M.D.,  Mo- 
bridge; B.  J.  Clayburgh,  M.D., 
Weaver;  J.  W.  Donahoe, 
M.D.,  Sioux  Falls;  R.  A.  For- 
rest, M.D.,  Sioux  Falls;  H.  K. 
Kaemerle,  M.D.,  Sioux  Falls; 
J.  T.  Murphy,  M.D.,  Mitchell; 
H.  D.  Newby,  M.D,,  Rapid 
City;  A.  P.  Reding,  M.D., 
Marion;  M.  L.  Spain,  M.D., 
Rapid  City;  G.  J.  VanHeu- 
velen,  M.D.,  Pierre;  G.  Robert 
Bartron,  M.D.,  Watertown; 
Meyer  Kooperman,  M.D., 
Estelline;  F.  D.  Gillis,  M.D., 
Mitchell;  E.  J.  Perry,  M.D., 
Redfield;  W.  J.  Hage,  M.D., 
Sioux  Falls;  C.  F.  Morsman, 
M.D.,  Hot  Springs;  Paul  Rea- 
gan, M.D.,  Sioux  Falls;  H.  B. 
Shreves,  M.D.,  Sioux  Falls; 
J.  P.  Steele,  M.D.,  Yankton; 
and  M.  A.  Warpinski,  M.D., 
McLaughlin. 

These  South  Dakota  doc- 
tors are  those  who  were  reg- 
istered through  the  4th  day 
of  the  meeting.  It  is  pre- 
sumed that  additional  reg- 
istrations were  reported 
later. 


S.  D.  DELEGATION 

ATTENDS  CONFERENCE 

OF  PRESIDENTS 

Five  representatives  of  the 
South  Dakota  State  Medical 
Association  attended  meet- 
ings of  the  Conference  of 
Presidents  and  other  officers 
of  Medical  Associations  in 
Chicago  Sunday,  June  8th. 
Those  attending  were  Presi- 
dent Roy  E,  Jernstrom,  M.D., 
President-Elect  — R.  G.  May- 
er, M.D.,  Delegate  H.  Russell 
Brown,  M.D.,  and  Alternate 
Delegate  A.  A.  Lamport, 
M.D.,  and  executive  secretary 
John  C.  Foster. 

Appearing  on  the  program 
were  the  following  speakers: 
J.  Stanley  Kenney,  M.D., 
President  of  the  organization 
who  spoke  on  “Medicine  — 
1952”;  Rev.  John  M.  Pattison, 
Pastor  of  the  First  Presby- 
terian Church  of  Cheyenne, 
W^yoming,  who  spoke  on 
“Governmental  Controlled 
Medicine”;  Allen  B.  Kline, 
Chicago,  President  of  the 
American  Farm  Bureau  who 
spoke  on  “A  Farm  Leader 
Looks  at  Medicine”;  Clarence 
Mannion,  Dean  of  the  Law 
School  at  Notre  Dame,  using 
as  his  subject  “The  Key  to 
Peace”;  and  Congressman 
Walter  H.  Judd,  M.D.  of 
Minneapolis,  speaking  on 
“The  Physician’s  Respon- 
sibility as  a Citizen.” 
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Upon  completion  of  the 
program  the  election  of  of- 
ficers was  held  and  a recep- 
tion in  the  Red  Lacquer 
Room  of  the  Palmer  House 
which  was  sponsored  by  the 
Armour  Laboratories. 


I NEWS  NOTES 

The  new  Sturgis  hospital 
which  is  just  about  com- 
pleted has  been  opened  for 
inspection.  It  is  reported  to 
be  ready  to  open  soon. 

^ 

Dr.  Edwin  Moore  will  take 
over  the  practice  of  Dr.  H.  F. 
Hansen  of  Vermillion  who  is 
retiring  for  reasons  of  health. 

^ 'H  ^ 

Dr.  James  A.  Anderson  will 
join  the  staff  of  the  Madison 

Clinic  on  July  1. 

^ 

Dr.  Charles  Collins,  recent- 
ly of  the  U.  S.  Navy,  will  as- 
sociate with  Doctors  Pankow 
and  Hage  in  Sioux  Falls. 

* 

The  Board  of  Medical  and 
Osteopathic  Examiners  met 
in  Rapid  City,  July  15  and 
16  at  the  Alex  Johnson  Hotel. 
Approximately  twenty  were 
expected  to  qualify  for  licen- 
sure. 

^ ^ ^ 

F.  T.  Younker,  M.D.,  form- 
erly of  Sisseton  has  estab- 
lished practice  in  John  Day, 
Oregon. 

Faris  Pfister,  M.D..  has 

been  reappointed  to  the  State 
Board  of  Medical  and  Osteo- 
pathic Examiners  by  Gov. 
Sigurd  Anderson. 

^ 

The  winner  of  the  100 
volumes  display  of  current 
medical  journals  bound  by 
P A B S was  Dr.  Aaron  A. 
Farbman  of  Detroit,  Mich- 


igan, who  presented  same  to 
the  Detroit  Memorial  Hos- 
pital.” 

H:  * 

F.  B.  Cochran,  M.D.,  Plank- 
inton,  71  years  of  age,  and 
physician  for  the  past  33 
years,  died  recently  in  a Mit- 
chell hospital  after  a pro- 
longed illness. 

Doctor  Cochran  was  re- 
cently honored  by  his  com- 
munity for  his  many  years 
of  service. 

❖ ^ * 

Fifty-year  pins  were  a- 
warded  to  two  past  presi- 
dents:F.  S.  Howe,  M.D.  of 
Deadwood  and  F.  E.  Clough, 
M.D.  of  San  Bernardino,  Cali- 
fornia. 


SACRED  HEART 
SELECTED  FOR 
GP  RESIDENCIES 

Nation-wide  publicity  was 
recently  accorded  Sacred 
Heart  hospital,  Yankton,  and 
the  general  practice  residency 
program  of  the  school  of  med- 
icine at  the  University  of 
South  Dakota.  The  hospital 
and  school  jointly  were 
chosen  as  one  of  15  general 
practice  residencies  in  the 
United  States  at  which  a $1,- 
000  scholarship  may  be 
granted  by  the  Mead  John- 
son Company. 

Under  the  scholarship  pro- 
gram of  the  American  Aca- 
demy of  General  Practice, 
five  one-year  residence 
scholarships  will  be  awarded. 
Those  scholarship  winners, 
whose  names  were  announ- 
ced March  24,  during  the 
Academy’s  Annual  Scientific 
Assembly  in  Atlantic  City, 
were  permitted  to  name  a 
first,  second  and  third  choice 
from  the  15  hospitals  where 
they  would  like  to  take  their 
training. 


HALF  OF  MEMBERSHIP 
ATTENDS  ANNUAL 
MEETING 

Over  half  of  the  member- 
ship of  the  State  Medical  As- 
sociation attended  the  An- 
nual Meeting  in  Sioux  Falls, 
May  18,  19  and  20th.  Accord- 
ing to  1951  membership 
statistics,  there  were  450 
paid  and  honorary  members. 
230  of  that  number  showed 
up  at  the  Annual  Meeting  in 
Sioux  Falls.  This  is  the  best 
attendance  of  members  to  an 
Association  Meeting  in  the 
past  six  years.  A total  of  371 
registerants  were  in  attend- 
ance. 


MEDICAL  EXECUTIVES 
MEET  IN  CHICAGO 

Over  a hundred  executives 
of  Medical  Societies  met  in 
Chicago  June  9th  at  the 
Drake  Hotel  to  discuss  some 
of  their  mutual  problems. 
Representing  the  South 
Dakota  State  Medical  Asso- 
ciation was  executive  secre- 
tary, John  C.  Foster,  who 
spoke  briefly  on  cutting  costs 
in  the  office  on  a panel 
headed  by  Mr.  Robert  Car- 
penter of  the  Arizona  Med- 
ical Association. 

John  E.  Farrell,  executive 
secretary  of  the  Rhode  Island 
Medical  Association,  was 
elected  president  of  the 
Executives  Conference  for 
the  coming  year,  replacing 
Harvey  Sethman  of  Denver, 
Colorado. 

In  addition  to  the  discus- 
sions on  cutting  corners  in 
office  costs,  there  were  two 
panels  that  discussed  mem- 
bership problems  and  an- 
other one  political  problems. 
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DIABETES  DETECTION 
WEEK  IS  NOV.  16-22 

The  American  Diabetes 
Association  announced  re- 
cently that  its  fifth  nation- 
wide Diabetes  Detection 
Drive  will  be  held  during  the 
week  of  November  16-22. 

Support  for  the  Associa- 
tion’s health  education  and 
case  finding  program  during 
1951  reached  an  all  time  high, 
according  to  Dr.  John  A. 
Reed,  Chairman  of  the  Com- 
mittee on  Detection  and  Edu- 
cation. His  figures  show  a 
total  of  636  County  and  30 
State  Medical  Societies  or- 
ganizing detection  programs 
during  the  year. 

Greater  activity  is  pre- 
dicted for  the  South  Dakota 
State  Medical  Association  by 
Diabetes  Committee  chair- 
man John  W.  Donahoe,  M.D. 
who  hopes  to  have  a detec- 
tion program  operating  in 
each  of  the  twelve  districts. 


CONTINENTAL  PLAN 
FOR  STUDENTS 
NOW  AVAILABLE 

A student  protection  plan 
established  by  the  Con- 
tinental Casualty  Company 
and  provided  by  the  Gridley- 
Martz  Agency  of  Sioux  Falls 
is  now  available  for  all  school 
children  in  the  State  of  South 
Dakota. 

While  no  attempt  will  be 
made  to  completely  describe 
the  plan  in  the  news  columns 
of  the  Journal,  it  is  interest- 
ing to  note  that  the  plan  may 
cost  as  low  as  $1.50  per  stu- 
dent and  no  higher  than  $4.00 
per  student  with  greater 
coverages  than  the  basic 
plan. 

The  basic  plan  provides 
for  a schedule  of  indemnity 


up  to  $150.00  for  accidental 
injuries  and  $300.00  for  loss 
of  sight  or  life.  There  is  also 
a feature  that  allows  the  com- 
pany to  pay  the  indemnity 
for  an  accident  as  listed  in 
the  policy.  Then  if  the  acci- 
dent runs  into  greater  cost, 
the  family  pays  a like 
amount.  After  this  the  com- 
pany takes  over.  Thus  if  an 
accident  cost  the  injured 
$500.00,  Continental  would 
pay  the  first  $100.00  (if  that 
were  the  fee  in  the  schedule) 
the  patient  would  pay  the 
next  $100.00  and  the  company 
would  pay  an  additional 
$300.00. 

All  physicians  are  urged 
to  discuss  the  plan  with  their 
local  school  authorities  and 
to  familiarize  themselves 
with  it.  Additional  informa- 
tion may  be  secured  from  the 
Gridley- Agency  in  Sioux 
Falls  or  the  executive  office 
will  obtain  it  for  them. 


MENNINGER 
FOUNDATION 
ANNOUNCES  CHANGES 

The  Menninger  Foundation 
has  announced  a change  in 
the  directorship  of  its  De- 
partment of  Child  Psychiatry 
and  also  a change  in  policy 
regarding  the  admission  of 
children. 

Effective  June  15th,  J.  Cot- 
ter Hir^chberg,  M.D.,  will  be- 
come Director  of  the  Depart- 
ment of  Child  Psychiatry,  in- 
cluding the  Southard  School. 
Doctor  Hirschberg  comes  to 
the  Foundation  from  the  fac- 
ulty of  the  University  of 
Colorado  Medical  Center 
where  he  has  been  Director 
of  the  Center’s  Mental  Hy- 
giene and  Child  Guidance 
Clinic,  and  Professor  of  Child 
Psychiatry.  Doctor  Edward 
D.  Greenwood,  formerly 


Director  of  the  Department, 
is  now  a special  assistant  to 
Dr.  William  C.  Menninger 
and  a consultant  in  child  psy- 
chiatry. 

Residential  (in-patient) 
treatment  at  the  Southard 
School  will  now  be  limited  to 
boys  and  girls  from  five  to 
twelve  years  of  age,  and  of 
average  or  superior  intelli- 
gence. Problems  accepted 
will  range  from  behavior 
disorders  to  psychotic  dis- 
turbances. However,  the 
basis  for  admission  is  not 
specific  symptomatic  be- 
havior, but  rather  the  child’s 
amenability  to  individual 
therapy,  his  potentialities  for 
receiving  help  from  residen- 
tial group  living  and  his 
ability  to  adjust  to  an  open 
environment. 

Psychiatric  evaluations 
will  continue  to  be  available 
for  infants  and  children  up 
to  18  years  of  age.  It  is  now 
possible  for  the  Department 
of  Child  Psychiatry  to  accept 
out-patient  referrals  with  a 
minimum  waiting  period. 

Adult  patients  will  con- 
tinue to  be  served  by  the  De- 
partment of  Adult  Psy- 
chiatry. 


AMA  COMMITTEE 
TO  MEET  WITH 
OSTEOPATHS 

At  its  June  meeting  in  Chi- 
cago, the  AMA’s  House  of 
Delegates  refused  to  modify 
its  interpretation  of  the  status 
of  osteopaths.  A resolution 
which  would  have  permitted 
physicians  to  teach  in  osteo- 
pathic schools  was  turned 
down  by  the  House.  It  did 
recommend,  however,  that 
the  Board  of  Trustees  appoint 
a committee  to  meet  with  os- 
teopathic leaders  to  discuss 
osteopathic  education. 
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Coming  District  Medical 
Meetings 


AUGUST 

Black  Hills Thursday,  Aug  14 

Spearfish  Park 

Brookings-Madison Thursday,  Aug.  14 

Madison 


SEPTEMBER 

Sioux  Falls Thursday,  Sept.  2 

The  Cottage 

Watertown  Thursday,  Sept.  2 

Grand  Hotel 

Aberdeen Wednesday,  Sept.  3 

Sherman  Hotel 

Yankton Wednesday,  Sept.  24 

Sacred  Heart  Hospital  (tentative) 


OCTOBER 

Sioux  Falls  Tuesday,  Oct.  7 

The  Cottage 

Watertown  Tuesday,  Oct.  7 

Grand  Hotel 

Aberdeen  Wednesday,  Oct.  1 

Sherman  Hotel 

Brookings-Madison Thursday,  Oct.  9 

(Place  to  be  Announced) 


NOVEMBER 

Sioux  Falls „ Tuesday,  Nov.  4 

The  Cottage 

Watertown Tuesday,  Nov.  4 

Grand  Hotel 

Aberdeen  Wednesday,  Nov.  5 

Sherman  Hotel 

Yankton  Wednesday,  Nov.  26 

Yankton  State  Hospital 


DECEMBER 

Sioux  Falls Tuesday,  Dec.  2 

The  Cottage 

Watertown Tuesday,  Dec.  2 

Grand  Hotel 

Aberdeen  Wednesday,  Dec.  3 

Sherman  Hotel 

Brookings-Madison Thursday.  Dec.  11 

(Place  to  be  Announced) 


Speakers  Bureau  Lists 
Medical  Subject  Speakers 


Available  now  for  speakers  at  District  Me- 
dical meetings  are  the  following: 

F.  R.  Williams,  M.D..  Rapid  City 

“Experiences  with  Collision  Hip  Prosthesis” 
Helen  Jane  Hare,  M.D.,  Rapid  City 
“ACTH  and  Cortisone  in  Dermatology” 

V.  V.  Kobza,  M.D.,  Rapid  City 
“Abnormal  Uterine  Bleeding” 

Warren  L.  Jones,  M.D.,  Sioux  Falls 
“Internal  Medicine” 

Lyndon  M.  King,  Jr.,  M.D.,  Sioux  Falls 
“Skin  Cancer” 

“Common  Dermatoses” 

Geoffrey  Cotiam,  M.D.,  Sioux  Falls 
“Emergency  Brain  Operation” 

“Emergency  Chest  Operations” 

C.  A.  Stern,  M.D.,  Sioux  Falls 

“Management  of  the  Sterile  Couple” 

“Anoxia  in  Fetus  and  Newborn” 

Wallace  A.  Arneson,  M.D.,  Sioux  Falls 
“Surgery  of  Infants  and  Children” 

Donald  H.  Breit,  M.D.,  Sioux  Falls 
“Cancer  of  the  Skin” 

“Cancer  of  the  Lip” 

B,  T.  Lenz,  M.D.,  Huron 

“Diagnosis  and  Management  of  Poliomyelitis” 

C.  F.  Gryte,  M.D.,  Huron 
“Differential  Diagnosis  of  Chest  Pain” 

H.  L.  Saylor,  Jr.,  M.D.,  Huron 

“Surgical  Indications  in  Gall  Bladder  Disease” 

Paul  Tschetter,  M.D.,  Huron 

“Indications  for,  and  Preoperative  and  Post- 
Operative  Management  of  Transurethral  Pro- 
statectomy” 

H,  L,  Saylor,  Sr.,  M.D.,  Huron 
“Diagnosis  and  Management  of  Injuries  of  the 
Eye” 

W.  H,  Saxton,  M.D.,  Huron 
“Indications  for  a Hysterectomy” 

Roscoe  Dean,  M.D.,  Wessington  Springs 

“The  Management  of  Poliomyelitis-Comparsion 
of  Orthopedic  and  Sister  Kenny  Treatment” 

Brooks  Ranney,  M.D.,  Yankton 
“Endometriosis” 

“Hemorrhage  in  Late  Pregnancy” 

T.  H.  Battler,  M.D.,  Yankton 
“Cardiac  Disease” 

“Jaundice  and  Liver  Disease” 

C.  D.  McVay,  M.D.,  Yankton 
“Hernoplasty” 

“Duodenal  Ulcer” 

“Rx  Burns” 

R.  F.  Livingston,  M.D.,  Yankton 

“Kidney  Incisons”  and  Hematuria” 

T.  H.  Willcockson,  M.D.,  Yankton 

“Recent  Advances  in  Ocular  Therapeutics” 

F.  W.  Haas,  M.D.,  Yankton 
“Mental  Diseases” 

D.  B.  Williams,  M.D.,  Yankton 
“Mental  Diseases” 

James  P.  Steele,  M.D.,  Yankton 
“Radiology” 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  De  Walle,  Editor 


RECORD  ATTENDANCE  AT  SOUTH 
DAKOTA  PHARMACEUTICAL 
ASSOCIATION  CONVENTION 
RAPID  CITY 

More  than  250  persons  registered  for  the 
South  Dakota  Pharmaceutical  Association’s 
Sixty-Sixth  Annual  Convention  which  was 
held  in  Rapid  City,  June  18,  19,  20,  1952.  We 
believe  this  is  a record  attendance  for  any 
of  our  conventions  outside  of  Sioux  Falls. 
More  than  one  hundred  registered  phar- 
macists were  included  in  the  registration 
records.  The  Alex  Johnson  Ball  Room  was 
filled  to  capacity  for  the  Allied  Drug 
Travelers  buffet  dinner,  the  noon  luncheon 
sponsored  by  Davis  Brothers,  Drug  Whole- 
salers of  Denver,  Colorado  and  the  Associa- 
tion’s annual  banquet.  The  general  sessions 
of  the  convention  were  attended  by  capacity 
or  near  capacity  crowds. 

Mitchell  was  selected  to  be  host  city  for 
our  1953  S.  D.  Ph.A.  convention.  If  you  did 
not  get  to  Rapid  City,  be  sure  to  come  to  Mit- 
chell, next  year.  The  officers  elected  for  the 
ensuing  year  include:  J.  C.  (Chan)  Shirley, 
Brookings,  President;  Neil  E.  Fuller,  Cham- 
berlain, First  Vice-President;  Charles  F.  Van 
De  Walle,  Sioux  Falls,  Second  Vice-President; 
Edward  W.  Peterson,  Elk  Point,  Third  Vice- 
President;  Alger  D.  Knutson,  Clark,  Fourth 
Vice-President  and  Frank  S.  Bockoven,  Clark, 
Treasurer.  Harold  L.  Tisher,  Yankton;  O.  G. 
Lippert,  Humboldt  and  John  P.  Kent,  Jeffer- 
son, were  elected  to  be  recommended  to  Gov- 
ernor Sigurd  Anderson  for  Board  of  Phar- 
macy appointment.  O.  J.  Tommeraason,  Mad- 
ison and  Richard  Brown,  Brown  Drug  Com- 
pany, Sioux  Falls  were  elected  as  Vice-Chair- 
men of  the  Commercial  and  Legislative  Sec- 
tion. 


SDSC  PHARMACY 
GETS  HIGH  RATE 

The  division  of  pharmacy  at  South  Dakota 
State  College  has  again  been  accredited  with 


the  highest  rating  by  the  American  Council 
on  Pharmaceutical  Education,  Dean  Floyd 
J.  LeBlanc  has  announced. 

For  State  College  to  maintain  the  Class  A 
rating,  however,  the  accrediting  committee 
explained  that  further  expansion  of  facilities 
must  be  made,  including  properly  equipped 
modern  laboratories  for  the  teaching  of  phar- 
macy. 

The  additional  space  allotted  to  the  phar- 
macy division  after  July  1 will  satisfy  that 
requirement,  LeBlanc  said,  but  the  labora- 
tories must  be  properly  equipped  if  the  di- 
vision is  to  continue  to  receive  a high  rating. 

The  State  College  division  of  pharmacy  has 
been  accredited  by  the  council  since  1935.  In- 
spection of  the  facilities  and  teaching  pro- 
gram was  made  April  14  and  15  but  the  re- 
sults have  just  been  received  from  the  ac- 
crediting council. 

Members  of  the  inspection  team  were 
Richard  A.  Deno,  director  of  educational  re- 
lations of  the  American  Council  of  Pharma- 
ceutical Education,  and  George  Beal,  director 
of  research  for  the  Mellon  Institute. 

The  expansion  of  facilities  for  pharmacy 
which  will  begin  this  summer  will  allow  the 
division  to  accept  more  students  for  training. 


NEWS  NOTES 

Bill  Maison  of  Brookings  is  now  home  after 
an  extended  illness  in  a hospital  in  Minn- 
eapolis. 

* * * 

Robert  Matson  of  Brookings,  attended  the 
Rotary  Convention  held  in  Rapid  City,  June 

15  through  June  18. 

* * 

Burdette  Anderson,  who  has  been  employed 
at  Chamberlain,  has  accepted  a position  at 
Ray  Drug  at  Brookings.  He  is  replacing  Betty 
Lindsay  of  Brookings,  who  left  this  week  for 

Anchorage,  Alaska  to  join  her  husband  there. 
* * * 

The  following  students  returned  to  South 
Dakota  State  College  to  complete  their  State 
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Board  Examinations  which  were  held  June 
10,  11,  and  12:  Allen  Knutson,  Darrell  Meek, 
Clayon  Carruthers,  John  Redtke,  Mary  Ann 
Kohler,  Maxine  Williams,  Dale  Youells, 
Harold  Bittner,  Gary  Dolan,  Milton  Digre, 
Richard  Ferok,  Richard  Hedemark  and 
Timothy  Ryan. 

* * * 

Bliss  C.  Wilson  was  appointed  as  delegate 
from  our  association  to  the  annual  meeting 
of  the  A,Ph.A.  at  Philadelphia  in  August.  He 
will  also  attend  the  meeting  of  the  National 
Association  of  Boards  of  Pharmacy  held  at 
the  same  time. 

* ❖ H: 

Those  of  you  who  missed  the  Rapid  City 
Convention,  and  there  were  too  many,  missed 
one  of  the  best  programs,  both  educational 
and  entertaining,  that  it  has  been  my  pleasure 
to  attend.  It  was  so  well  organized  that  every 
meeting  was  over  on  time  and  that  should 
give  any  Committee  an  “A-|-”  grade.  The 
Rapid  City  group,  under  the  capable  leader- 
ship of  Welles  C.  EerNisse  is  to  be  com- 
mended. His  committee  chairmen  included 
the  following:  Mike  Beckers,  Harold  Mills, 
Leon  Hobart,  George  Lehr,  Les  Paulson,  A.  J. 
Olson,  Ken  EerNisse,  D.  C.  Hobart,  Fred  Eick- 
hoff,  Maurice  Francis,  and  Mrs.  George  Lehr. 

As  usual  the  Allied  Drug  Travelers  enter- 
taned  us  royally  at  their  annual  Dinner  and 
Dance  and  Davis  Bros,  sponsored  an  excellent 
luncheon  for  all,  Thursday  noon. 


DR.  AUSTIN  SMITH  TO  ADDRESS  THE 
AMERICAN  COLLEGE  OF 
APOTHECARIES 

Dr.  Austin  Smith  Editor  of  The  Journal  of 
The  American  Medical  Association,  will  be 
one  of  the  principal  speakers  at  the  Eleventh 
Annual  Convention  of  the  AMERICAN  COL- 
LEGE OF  APOTHECARIES  to  be  held  in 
Philadelphia,  Penn.,  August  21-23.  The  theme 
of  this  years  convention  will  be  “Expending 
the  Services  of  Professional  Pharmacy.” 

The  plans  for  this  year’s  convention  are 
more  extensive  than  ever  before  and  every 
effort  has  been  made  to  present  an  interest- 
ing and  comprehensive  coverage  of  the  sub- 
jects to  be  discussed.  The  annual  banquet  of 
the  College  will  be  held  Thursday  evening 
August  21  at  which  time  the  J.  Leon  Lascoff 
Award  will  be  presented  to  Dr.  Robert  B. 
Fischelis.  Dr.  Fischelis  will  at  that  time  de- 
liver the  Lascoff  Award  address  which  is  al- 


ways a highlight  at  the  conventions. 

All  sessions  of  the  convention  will  be  held 
at  the  Warwick  Hotel  and  the  Board  of  Direc- 
tors would  like  to  extend  an  invitation  to  all 
Pharmacists  to  attend  any  of  the  open  sessions 
of  the  convention.  It  has  been  the  purpose  of 
the  College  to  present  programs  which  will  be 
of  prime  interest  to  the  practicing  profes- 
sional pharmacist. 


SUMMARY  OF  THE 
DURHAM-HUMPHREY  ACT 
AND  PROPOSED  REGULATIONS 

(1)  All  drugs  unsafe  for  self-medication  must 
be  labeled  with  the  following  legend: 
"Caution:  Federal  law  prohibits  dispens- 
ing except  on  prescription." 

(2)  All  other  drugs  must  be  labeled  with  ade- 
quate directions  for  use  and  the  label 
must  reveal  what  the  drug  is  to  be  used 
for,  including  all  conditions,  purposes,  or 
uses  for  which  it  is  recommended. 

(3)  No  drug  bearing  the  prescription  legend 
shall  be  sold  or  dispensed  by  any  phar- 
macist or  any  other  person  except  on 
prescription. 

(4)  No  prescription  calling  for  a prescription 
legend  drug  may  be  refilled  without 
specific  authorization  of  the  prescriber. 

(5)  Prescriptions  may  be  transmitted  orally 
but  they  must  be  reduced  to  writing  by 
the  pharmacist  prior  to  dispensing.  Rec- 
ord of  oral  prescriptions  must  show-(a) 
Date  prescribed,  (b)  Name  of  prescriber, 
(c)  Name  of  patient,  (d)  Items  and  quan- 
tities of  drugs  prescribed  and  (e)  direc- 
tions for  use.  Serial  number  of  prescrip- 
tion must  be  entered  when  dispensed. 
Ask  for  refill  authorization. 

(6)  The  record  of  oral  authorization  for  re- 
fills shall  contain:  (a)  Number  of  the  orig- 
inal prescription,  (b)  name  of  prescriber, 
(c)  amount  dispensed,  (d)  Name  of  phar- 
macist by  whom  refilled  and  (e)  date  of 
refilling. 

(7)  Every  refill  of  a prescription  for  prescrip- 
legend  drugs  must  be  recorded  on  the 
original  prescription  by  showing  the  date 
of  each  refill.  If  refilling  instructions  are 
given  on  the  original  prescription,  the 
times  refilled  must  not  exceed  authoriza- 
tion. Writing  made  for  oral  authoriza- 
tion for  refills  (6)  must  be  attached  to  the 
original  prescription. 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

1 

i 

, In  working  with  Albert  Bittner,  your  immediate  Past 

President,  I have  learned  that  he  is  a hard  working,  deep 
thinking,  devoted  servant  of  our  association.  I know  that 
i his  good  wife,  Grace,  has  spent  a lot  of  lonesome  hours  this 
[ last  year  while  he  worked  on  Association  activities.  After  a 
year  of  able  guidance  for  our  association,  Albert  handled 
our  convention  in  a manner  no  one  can  criticize.  Our  hats 
are  off  to  you,  Mr.  Past  President. 

In  our  system  of  Presidents,  being  elevated  to  the 
position,  after  having  served  as  Vice-President  for  a few  years,  it  is  no  great  shock  when  one 
reaches  the  chair.  Even  so  it  is  hard  for  me  to  realize  you  have  bestowed  upon  me,  the  great- 
est honor  and  the  highest  office  this  association  can  offer.  I’m  very  humble  in  that  light.  I 
can  assure  you  that  I will  conduct  this  office  in  the  dignity  it  deserves  and  shall  serve  with 
all  the  efficiency  and  thoroughness  I can  muster.  I will  appreciate  it,  if  and  when  man-power 
is  needed,  you  will  respond  when  called,  as  you  have  in  the  past.  The  following  officers  were 
elected  to  serve  with  me:  First  Vice-President,  Neil  Fuller  of  Chamberlain;  Second  Vice-Presi- 
dent, Charles  Van  De  Walle  of  Sioux  Falls;  Third  Vice-President,  Ed  Peterson  of  Elk  Point; 
\ Fourth  Vice-President,  A1  Knutson  of  Clark;  Secretary,  Bliss  Wilson  of  Pierre  and  Treasurer, 
Frank  Bockoven  of  Clark.  With  a line-up  like  that  on  the  Executive  Committee,  which  also 
; includes  the  State  Board  members,  my  load  certainly  shouldn’t  be  too  heavy. 

We  are  going  to  attempt  to  hold  at  least  one  meeting  in  each  one  of  the  15  organized  dis- 
tricts through  the  year.  For  one  thing,  there  will  be  legislation  pending  which  will  be  of  in- 
terest to  all  members.  We  feel  that  the  easiest  way  to  inform  our  membership  will  be 
through  small  informal  meetings  where  we  can  sit  down  around  a table  in  a group  of  from 
ten  to  twenty  to  discuss  some  of  the  issues  so  vital  to  our  profession  and  our  business.  We  want 
you  to  plan  on  attending  those  meetings  when  your  District  Chairman  calls.  If  he  asks  you  to 
help  him  organize  the  gathering,  please  don’t  say  you  are  too  busy.  It  is  yourself  you  are  hurt- 
1,  ing,  for  your  Association  needs  you  and  you  need  the  Association. 

In  addition  to  that  we  want  you  to  make  a mental  note  right  now  that  you  will  help  make 
t the  Mitchell  Convention,  next  year,  the  biggest  ever,  by  planning  to  be  in  attendance. 

r 

; Sincerely, 

r Chan  Shirley 

Brookings,  South  Dakota 
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VARICOSE  VEINS— 

(Continued  from  Page  187) 

7.  Pare,  Ambrose:  Des  varices  et  le  moyan  de  les 
couper.  in  his:  Oeuvres  ...  12  ed.  Lyon  J.  Gre- 
goire,  1664,  13  livre,  p.  323. 

8.  Pare.  Ambrose:  Journeys  in  Divers  Places, 
Translated  by  Stephen  Paget,  The  Harvard 
Classics,  Vol.  38,  1910,  New  York,  P.  F.  Collier. 

9.  Hildanus,  Fabricus:  Observationum  et  cura- 
tionum  chirugicarum  centuria  quarta.  Oppen- 
heimii,  sumpt.  J.  T.  de  Bry,  1619.  Observ. 
LXXXV  (1589)  Case  seen  in  1589  description 
written  April  16,  1612,  published  1619. 

10.  Marcus  Aurelius  Severinus:  Quoted  by  Trende- 
lenburg. See  reference  13. 

11.  Lower,  Richard:  Tractatus  de  corde  item  de 
motu  et  colore  sanguinis  et  chyli  in  eum  tran- 
situ. London  printed  by  Jo.  Redmayne  for  Mas. 
Allestry,  1669.  Translation  by  Franklin,  K.  J. 
in  Gunther,  R.  T.  Early  Science  in  Oxford,  9: 
111-113,  1932. 

12.  Home,  Sir  Everard:  Practical  observations  on 
the  Treatment  of  Ulcers  on  the  Leg,  Considered 
as  a Branch  of  Military  Surgery,  to  which  are 
Added  some  Observations  on  Varicose  Veins 
and  Piles.  Ed.  2 London,  W.  Bulmer  and  Co. 
1801. 

13.  Trendelenburg,  F:  Uber  die  Unterbindung  der 
Vena  saphena  magna  bei  Unterschenkel- 
varicen.  Beitr.  z.  Klin.  Chir.  7:  195-210,  1890- 
1891. 

14.  Keller,  W.  L.:  A New  Method  of  Extirpating 
the  Internal  Saphenous  and  Similar  Veins  in 
Varicose  Conditions.  New  York  M.  J.  82:  385, 
Aug.  19,  1905. 

15.  Mayo,  C.  H.:  Treatment  of  Varicose  Veins. 
Surg.  Gyn  & Obst.  2:  385-388,  April  1906. 

16.  Babcock,  W.  W.:  A New  Operation  for  the  Ex- 
tirpation of  Varicose  Veins  of  the  Legs.  New 
York,  M.  J.  86:  153-156,  July  27,  1907. 

18.  Homans,  J.:  The  Operative  Treatment  of  Var- 
icose Veins  and  Ulcers,  Based  Upon  a Class- 
ification of  these  Lesions,  Surg.  Gyn.  Obst.  22: 
143,  1916. 

19.  Moszkowicz,  L. : Behandlung  der  Krampfadern 
mit  Zucherinjectionem  kombiniert  mit  Venen- 
ligature.  Zentralbl.  f.  Chir.,  54:  1732-1736,  1927. 

20.  Kosinski,  C.:  Superficial  venous  system  of  the 
lower  extremity,  J.  Anat,  60:  131-142,  1926. 

21.  Delbert,  Pierre,  and  Mocquot,  P.  (1913):  Varices 
du  Membre  Inferirur:  Pathogenie  et  Treite- 
ment.  Ann.  Clin.  Chir.,  du  Prof.  P.  Delbet,  2 
Paris,  F.  Alcan. 

22.  McPheeters,  H.  O.,  Merkert,  C.  E.,  and  Lund- 
blad,  R.  A.:  Mechanics  of  the  Reverse  Flow  of 
Blood  in  Varicose  Veins  as  proved  by  Blood 
Pressure  Readings,  Surg.  Gyn.  & Obst.,  55:- 
298-302,  1932. 

23.  Sicard,  J.  A.  and  Gaugier,  L.:  Treatment  of 
Varices  by  Local  Sclerosing  Injections,  Paris, 
1927,  95pp.  Masson  et  Cie.,  ed. 

24.  De  Takats,  G.,  and  Quint,  H.:  The  Injection 
Treatment  of  Varicose  Veins,  Surg.  Gyn,  & 
Obst.  50:  545,  1930. 

25.  Ochsner,  Alton,  and  Mahorner,  Howard,  Var- 
icose Veins,  C.  V.  Mosby  Co.  1939. 

26.  Yeomans,  Frank,  Scerosing  Therapy,  Williams 
& Wilkens  Co.  1939. 

27.  Barrow,  David,  The  Clinical  Management  of 
Varicose  Veins,  Med.  Book  Dept.  Harper  & 
Brothers,  1948. 

28.  McPheeters,  H.  O.,  and  Anderson,  J.  K.:  In- 
jection Treatment  of  Varicose  Veins  and  Hem- 
orrhoids, F A.  Davis  & Co.  1946. 


29.  Foote,  R.  R.:  Varicose  Veins  Hemorrhoids  and 
Other  Conditions,  Their  Treatment  by  Injec- 
tion. H.  K.  Lewis  & Co.  1944. 


INFANT  FEEDING— 

(Continued  from  Page  191) 

tient  work  with  both  parents  and  child  are 

necessary.  The  treatment  is  much  less  effec- 
tive than  is  the  prophylaxis. 

SUMMARY 

1.  Breast  feeding  of  normal  infants  is  advisable 
when  the  mother  will  cooperate. 

2.  Bottle  feeding  of  infants  is  successful  but  leads 
to  a higher  morbidity  from  respiratory  infec- 
tions during  the  second  six  months  of  life. 

3.  In  artificially  fed  infants  the  early  addition  of 
ascorbic  acid  and  Vitamin  A is  indicated. 

4.  The  management  of  some  of  the  simple  feeding 
problems  of  infancy  is  discussed. 
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by  Roy  E.  Jernstrom,  Rapid  City.  S.  D. 


Next  January,  the  state  legislature  meets.  The  council 
will  meet  September  14th  at  Huron.  Among  the  things  to  be 
discussed  is  the  introduction  of  new  laws  pertaining  to  med- 
icine and  the  allied  sciences.  If  you  have  any  ideas,  discuss 
them  at  a district  meeting  or  with  your  councillor.  The 
district  presidents  and  secretaries  are  to  be  invited  to  the 
September  council  meeting.  In  the  past  the  district  officers 
have  attended  the  January  meeting,  but  the  weather  has 
usually  been  so  bad  that  many  could  not  get  to  the  meeting. 

Necessary  travel  expenses  are  allowed  and  it  is  hoped  that  all  the  officers  and  councillors  will 
attend.  I feel  very  deeply  that  the  councillors,  especially,  should  feel  it  their  duty  to  attend  all 
council  meetings.  I feel  that  in  the  past  some  councillors  have  not  done  their  full  duty.  Also, 
I feel  that  the  district  members  have  not  used  their  councillors  to  the  best  advantage.  In  be- 
tween state  meetings  your  councillor  is  your  representative  in  the  State  Society.  It  is  your 
privilege  to  express  your  opinions  to  him  and  it  is  then  his  duty  to  see  to  it  that  they  are  given 
proper  consideration  at  the  council  meetings.  The  councillor  is  pretty  much  responsible  for 
the  condition  of  his  district  society.  Of  course,  the  real  strength  lies  in  the  ability  of  the  dis- 
trict president  and  secretary,  especially  the  secretary,  to  have  worthwhile  meetings.  However, 
an  efficient  councillor  can  do  a great  deal  to  help  their  society  elect  good  officers  and  also  to 
let  the  officers  know  that  he  is  always  ready  to  help  them  in  any  way  that  they  wish. 

One  of  the  most  important  things  the  district  officers  can  do  is  to  try  to  have  100%  mem- 
bership. We  need  an  A.M.A.  that  has  most  of  the  doctors  belonging  to  it.  The  only  way  the 
A.M.A.  can  talk  to  Congress  with  authority  is  if  it  represents  the  entire  medical  profession. 
I am  sure  that  if  it  hadn’t  been  for  our  A.M.A.  activities  in  Washington,  we  would  have  had 
compulsory  health  insurance  by  now.  iTcosts  money  to  belong  to  our  different  societies  but 
isn’t  the  preservation  of  our  profession  and  free  enterprise  worth  a small  percentage  of  our  in- 
come? If  you  are  in  doubt  ask  a doctor  who  is  practicing  in  England.  I hope  that  100%^  of  the 
eligible  doctors  will  be  members  of  the  State  Society  when  we  meet  in  Rapid  City,  June  15th 
and  16,  1953. 

Now  a few  words  about  the  auxiliary.  To  have  a State  Medical  Association  which  is  strong 
in  public  relations  we  need  a strong  auxiliary.  The  Auxiliary  will  never  attain  its  full  potential 
strength  until  we  husbands  realize  the  value  of  the  auxiliary  and  then  sell  it  to  our  wives. 
Why  should  our  wives  be  interested  in  the  Auxiliary  if  we  aren’t.  I think  some  doctors 
ignorantly  belittle  the  Auxiliary.  The  South  Dakota  Auxiliary  has  done  magnificent  work 
along  public  relations  and  legislation  in  the  past.  The  officers  have  worked  hard  in  the  in- 
terest of  the  medical  profession.  The  least  we  can  do  is  to  give  them  a pat  on  the  back  and 
let  them  know  we  appreciate  their  help. 

Don’t  forget  the  American  Medical  Education  Foundation  and  the  South  Dakota  Medical 
School  Endowment  Fund.  Doctor  Lamport  and  his  committee  have  done  their  best  and  will 
continue  to  do  their  best  to  acquaint  you  with  the  merits  of  these  two  projects.  If  you  have  not 
already  done  so,  will  you  please  do  your  part  to  enable  South  Dakota  to  say  that  we  have  done 
our  share  to  preserve  the  freedom  of  medical  education? 

Don’t  neglect  to  sell  your  patients  on  the  merits  of  voluntary  health  insurance.  Use  the 
stickers  the  A.M.A.  sends  out.  Two  things  stand  between  us  and  socialized  medicine.  Namely, 
satisfactory  voluntary  health  insurance  coverage  of  the  American  people  and  good  public  re- 
lations. Remember,  good  public  relations  originate  in  the  office. 
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REPORT  OF  THE  PRESIDENT 

To  the  Officers,  Council,  House  of  Delegates 
and  the  Members  of  the  South  Dakota  State 
Medical  Association: 

Your  President  reports  that  he  has  en- 
deavored to  fulfill  the  duties  of  his  office  and 
to  maintain  the  honor  of  our  Association  and 
our  profession. 

Immediately  after  assuming  office,  I went 
to  Nashville,  Tennessee,  to  attend  a meeting 
and  had  a great  amount  of  southern  hos- 
pitality and  some  “Southern  Comfort.”  I had 
the  pleasure  of  meeting  Mr.  Foster,  the  execu- 
tive secretary  of  the  Tennesse  State  Medical 
Association,  he  is  well  acquainted  with  but 
not  related  to  John  Foster,  our  Executive 
Secretary. 

I was  then  hospitalized  in  July  and  the  first 
meeting  I attended  was  at  Spearfish  in 
August.  This  was  that  wonderful  Black  Hills 
District  meeting  which  is  renowned  for  its 
fish  fry.  To  hear  of  the  illness  of  our  good 
friend  Dr,  Hare  was  a shock  but  he  was  re- 
covering and  so  we  could  celebrate.  To  me 
it  was  one  of  the  finest  meetings  I attended 
because  it  was  the  first  time  I could  eat,  in 
fact  it  was  the  first  good  meal  for  me  in  over 
a month. 

I have  attended  the  meetings  of  the  Coun- 
cil. I was  unable  to  attend  a meeting  of  the 
Executive  Committee  due  to  weather  con- 
ditions. 

The  District  Meetings  were  a great  pleas- 
ure to  me  and  I hope  I did  not  bore  the  mem- 
bers with  speeches.  Meetings  were  attended 
at  Watertown  where  I presented  a Fifty  Year 
Pin  to  Dr.  Christianson  of  Clark,  South 
Dakota  ...  at  Huron,  Aberdeen,  Sisseton, 
Sioux  Falls,  Pierre,  Yankton  and  Arlington. 
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I had  an  engagement  at  Mobridge  but  weather 
conditions  prevented  me  from  attending. 

I attended  a meeting  at  Pierre  with  Dr. 
Geib,  Dr.  VanHeuvelen,  Ben  Diamond  and 
John  Foster.  This  was  a discussion  of  the 
work  of  the  State  Laboratory  in  relation  to 
the  pathologists  of  the  State.  Mr.  Foster  and 
I were  in  great  difficulty  on  our  return  from 
Pierre.  We  were  stuck  in  the  snow  and  spent 
the  night  in  a home  in  Highmore. 

I attended  a meeting  of  the  North  Central 
Conference  in  Minneapolis.  This  was  a meet- 
ing taken  up  almost  entirely  with  Public  Re- 
lations. Dr.  Brown,  our  past  President  is  now 
President  Elect  of  the  North  Central  Con- 
ference. 

I was  very  pleased  to  attend  the  annual 
banquet  and  dance  of  the  Medical  School  at 
Vermillion.  It  was  a pleasant  evening  and  we 
should  be  proud  of  our  medical  school,  the 
young  men  in  the  school  are  a fine  lot  and 
will  become  a credit  to  South  Dakota  and  to 
our  profession. 

The  A.M.A.  keeps  the  President  and  the 
Executive  Office  abreast  of  the  times  by  full 
report  on  legislative  matters  in  Congress  and 
throughout  the  Nation.  I believe  it  very  im- 
portant that  we  follow  the  lead  of  the  A.M.A., 
it  is  the  parent  body  and  a source  of  strength. 
It  has  numerous  facilities  available  to  us  and 
we  should  make  use  of  them. 

I believe  I have  made  a reputation  for  the 
brevity  of  my  talks  at  the  District  Meetings. 
The  response  to  my  request  that  the  Districts 
select  men  for  the  Nominating  Committee  has 
been  very  gratifying  and  I have  followed 
their  suggestions  in  the  appointments  to  this 
committee. 

During  my  term  of  office,  I was  pleased  to 
set  up  a Speakers  Bureau  for  District  meet- 
ings programs  which  has  been  published  in 
the  Journal.  The  idea  for  which  was  started 
by  my  predecessor.  Also  during  this  time  our 
Grievance  Committee  has  established  a for- 
mat of  operation  which  I am  sure  the  House 
of  Delegates  will  see  fit  to  accept  at  this  meet- 
ing. I sent  letters  to  all  doctors  licensed  at 
January  Board  meetings  since  1900  suggest- 
ing that  they  contribute  to  the  Medical  School 
Endowment  Fund  and  I am  pleased  to  report 
that  we  have  implemented  that  Fund  to  some 
extent. 

There  are  many  other  activities,  too  numer- 
ous to  mention,  in  which  I have  taken  part 


and  hope  that  I have  been  able  to  represent 
the  Association  in  a manner  to  draw  credit 
to  it. 

I have  endeavored  to  maintain  the  Presi- 
dent’s Page  and  accept  full  responsibility  for 
anything  said  in  it.  I do  not  have  ability  as  a 
speaker,  neither  as  a writer,  but  have  tried 
not  to  preach  too  much.  I wish  to  maintain 
my  reputation  for  brevity  but  I can  not  close 
this  report  without  expressing  my  thanks  to 
the  committees  for  their  work,  to  the  other 
officers  for  their  cooperation,  to  John  Foster 
for  his  help,  assistance  and  guiding  hand, 
without  which  I would  have  been  lost,  and  to 
the  Medical  Association  for  elevating  me  to 
the  Presidency,  this  has  been  indeed,  the 
greatest  honor  I have  ever  received. 

D.  A.  Gregory,  M.D. 

President 


REPORT  OF  THE  PRESIDENT-ELECT 

The  President-Elect  wishes  to  report  that 
he  has  attended  all  Council  Meeting  and  also 
several  committee  meetings.  I would  also 
like  to  state  that  I have  been  making  plans 
for  my  year  as  President.  There  has  been  a 
growing  need  for  better  relationship  with  the 
Press  and  Radio,  and  I am  going  to  ask  the 
Council  and  members  of  the  Medical  Associa- 
tion to  help  me  put  over  a press-radio-hos- 
pital-medical code  during  my  term  in  office, 
In  appointment  of  committee  members,  I 
asked  Mr.  Foster  to  send  each  councillor  a 
letter  asking  for  suggestions.  The  committees 
will  be  printed  soon  after  the  State  Meeting. 
If  any  member  who  has  been  appointed  can- 
not serve,  please  let  me  know  immediately. 
I will  continue  the  President’s  Page  in  the 
Journal  and  will  do  my  best  to  keep  up  with 
the  past  high  standards. 

R.  E.  Jernstrom,  M.D. 

President-Elect 


REPORT  OF  THE  VICE-PRESIDENT 

The  Vice-President  wishes  to  report  that  he 
attended  three  meetings  of  the  Council  which 
were  held  on  June  5th  at  Aberdeen,  Septem- 
ber 16th  and  January  20th  at  Huron;  a meet- 
ing of  the  Executive  Committee  at  Watertown 
on  October  28th  and  the  North  Central  Med- 
ical Economics  Conference  at  Minneapolis  on 
November  1th  and  11th.  He  also  represented 
the  South  Dakota  State  Medical  Association 
at  the  National  Conference  of  the  American 
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Medical  Education  Foundation  at  Chicago  on 
February  17th,  a report  of  which  appeared  in 
the  April  issue  of  the  South  Dakota  Journal 
of  Medicine  and  Pharmacy. 

R.  G.  Mayer,  M.D. 


REPORT  OF  THE 
SECRETARY-TREASURER 

Your  Secretary-Treasurer  reports  that  due 
to  the  fact  that  we  have  an  efficient  Execu- 
tive Secretary,  there  is  very  little  for  this  re- 
port, other  than  routine  matters  that  have 
passed  over  my  desk,  of  such  a trivial  nature 
that  they  are  not  even  remembered. 

I attended  in  Milwaukee  the  annual  meet- 
ing of  the  State  Medical  Society  of  Wisconsin 
in  October,  1951,  at  which  I was  present  at 
every  session  of  their  House  of  Delegates.  It 
was  interesting  to  observe  the  functioning 
of  another  State’s  business  sessions.  At  the 
banquet  I was  seated  beside  the  Dean  of  Mar- 
quette Medical  School  and  listened  to  a lot  of 
introductions  and  an  excellent  after  dinner 
speech. 

In  November  1951,  I attended  the  annual 
meeting  of  the  North  Central  States  Confer- 
ence in  Minneapolis.  The  usual  pleasure  of 
this  meeting  was  curtailed  by  the  fact  that 
one  of  the  old  organizers  of  the  Conference, 
Dr.  A.  W.  Adson,  was  stricken  during  the 
meeting  with  a coronary  attack  which  proved 
fatal.  During  that  month  at  the  McKennan 
Hospital  Staff  Day,  a Fifty  Year  Pin  was 
awarded  to  T.  J.  Billion,  Sr.,  M.D. 

Except  for  one  meeting  of  the  Council,  dur- 
ing which  I was  ill,  I have  been  present  at  all 
their  meetings,  and  have  also  attended  the 
meetings  of  the  Executive  Committee  held 
during  the  year. 

I have  also  attended  meetings  of  the  South 
Dakota  Chapter  of  the  American  Heart  So- 
ciety Board  of  Directors,  and  have  done  con- 
siderable correspondence  pertaining  to  the 
Board  of  Directors  of  the  Endowment  Fund 
Corporation,  and  for  information  for  the  Com- 
mittee on  Medical  Education. 

I believe  that  perhaps  my  greatest  claim  to 
glory  is  that  I have  stayed  out  of  the  way  and 
not  interfered  with  the  work  of  the  Execu- 
tive Secretary  or  his  office.  To  that  extent 
I believe  his  service  to  the  Association  was 
enhanced. 

Respectfully  submitted, 
L.  J.  Pankow,  M.D. 


TREASURER'S  REPORT 
Statement  of  Operations 
May  1.  1951  to  April  30.  1952 


Receipts 

Dues  $19,215.00 


Interest,  Savings 
Account 

21.35 

Reimbursement  of 
Secy’s,  expense 
account  (Dr.  Mayer) 

856.69 

Annual  Meeting  and 
Miscellaneous  

4,304.54 

TOTAL  

Expenses 

Salary  — Executive 

Secretary $ 7,999.92 

Salaries  — other  

2,337.50 

Supplies  

1,042.32 

Postage  

301.46 

Legal  services 
& Audit 

444.00 

Nurses  Association 
(recruitment)  

100.00 

Travel  & hotel  expense 
Exec.  Sec’y.  

2,030.12 

Broadcast  promotion  - 

54.00 

Miscellaneous 
expense  

57.01 

Insurance  & bond 

187.10 

Executive  expense 

200.00 

Delegate  AMA  

682.56 

Rent  

420.00 

Telephone  & telegraph 

474.50 

Annual  Meeting 
expense  

3,483.78 

Memorial  to 

Mrs.  Slaughter  

5.00 

Subscriptions  & Dues 

914.00 

Expenses  of  Officers 
& Councillors  

577.26 

Benevolent  Fund  

200.00 

Legislative  expense 

50.00 

Taxes  

48.84 

Depreciation  expense 

216.97 

TOTAL  $21,826.34 

CPA  Audit  made  by  John  W.  Sorenson, 
Sioux  Falls 


REPORT  OF  THE  EXECUTIVE 
SECRETARY 

For  ease  in  handling,  this  report  is  broken 
down  into  sections  which  cover  the  major 
duties  of  the  executive-secretary  and  his  of- 
fice staff. 
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1.  Public  Relations 

During  the  fiscal  year,  the  executive  secre- 
tary made  appearances  before  11  groups, 
usually  luncheon  clubs  and  in  some  cases, 
just  general  community  populations.  A total 
of  1292  persons  were  in  the  direct  audiences 
and  in  addition  to  this;  two  radio  presenta- 
tions were  made,  one  over  station  KSOO  in 
Sioux  Falls  and  the  other  over  a network  of 
eight  stations  covering  the  entire  state.  News- 
paper publicity  has  been  given  the  associa- 
tion on  this  Annual  Meeting  and  other  affairs 
and  the  selection  of  Dr.  J.  E.  Bruner  of  Aber- 
deen as  General  Practitioner  of  the  Year  re- 
ceived much  coverage.  I would  like  to  com- 
mend the  representatives  of  the  Associated 
Press,  United  Press  for  their  coverage  of  our 
Annual  Meeting  in  Aberdeen  last  year. 

In  addition  to  the  public  appearances  made 
by  the  executive  secretary,  attendance  was 
maintained  at  46  medical  meetings  of  im- 
portance to  the  Association.  In  these  46  are 
included  attendance  at  the  AMA  Annual  Ses- 
sion at  Atlantic  City  last  June;  a VA  confer- 
ence at  Detroit;  a Civil  Defense  and  Journal 
Conference  in  Chicago;  a meeting  on  Medical 
Licensure  at  Chicago  and  the  National  Rural 
Health  Conference  in  Denver  which  was  also 
attended  by  Drs.  Peeke  and  Kaisch. 

2.  Placement  Service 

In  helping  physicians  to  find  places  to  prac- 
tice and  helping  communities  to  find  phys- 
icians, we  were  able  to  provide  service  to  32 
physicians  and  to  19  communities.  Not  all  of 
the  physicians  took  locations  that  were  sug- 
gested to  them,  nor  did  all  communities  look- 
ing for  physicians  find  them.  But  the  in- 
dication is  that  the  Placement  Service  is  be- 
coming more  valuable  as  both  figures  are  an 
increase  over  last  year.  In  maintaining  the 
correspondence  with  these  physicians  and 
communities,  we  find  that  we  have  handled 
a total  correspondence  of  well  over  100  pieces 
of  mail  during  the  year. 

3.  Liason  With  Other  Groups 

The  Executive  Secretary  as  usual  was  busy 
with  carrying  on  hason  with  other  groups 
that  are  allied  to  the  medical  profession.  I 
attended  some  29  meetings  of  other  allied 
groups  during  the  year,  both  in  the  state  and 
out.  I’ve  been  active  as  a member  of  the  South 
Dakota  Mental  Health  Association  Board  of 
Directors,  Board  of  Directors  of  the  Sioux 
Falls  Mental  Health  Clinic,  South  Dakota 


Heart  Association,  the  Governor’s  Committee 
on  Children  and  Youth,  South  Dakota  Hos- 
pital and  Home  Association  and  several 
others. 

4.  Publication 

The  Executive  Secretary  as  Business  Man- 
ager of  the  South  Dakota  Journal  of  Medicine 
and  Pharmacy  supervises  its  operation.  As 
reported  in  the  Committee  on  Publications 
Annual  Report,  the  Journal  has  a small  sur- 
plus fund  and  all  bills  have  been  paid  off  so 
that  the  Journal  is  actually  functioning  prop- 
erly. As  indicated  two  years  ago  by  the  House 
of  Delegates,  the  Executive  Secretary  as  Bus- 
iness Manager  draws  1/3  of  the  Annual  sur- 
plus as  a bonus  for  operation  of  the  Journal. 
This  amounted  to  $409.00  during  the  calender 
year  of  1951. 

5.  The  Home  Town  Medical  Care  Plan 

During  the  fiscal  year  most  collections  from 
the  VA  operation  and  reimbursement  for 
losses  was  $36,432.93  which  was  an  increase 
of  $300.00  over  last  year,  where  the  total  then 
was  $36,130.31.  All  losses  we  have  suffered 
have  been  paid  by  the  VA  and  this  part  of  our 
program  is  completely  solvent. 

6.  Legislation 

Being  that  this  year  was  a non-legislative 
year  in  South  Dakota  and  there  was  very 
little  on  the  national  scale  for  the  Executive 
Secretary  to  concern  himself  with,  this  por- 
tion of  the  program  was  reduced  to  a min- 
imum. 

7.  Military  Affairs 

Again  the  Executive  Secretary  served  as 
Secretary  to  the  Advisory  Committee  to 
Selective  Service  and  much  correspondence 
has  been  handled  through  this  office  for  the 
committee.  A number  of  doctors  have  been 
called  but  in  most  cases  we  were  able  to  defer 
them  because  of  their  essentiality  to  the  com- 
munities. Others  have  taken  commissions  and 
gone  into  service. 

8.  Slalement  of  Operations 

The  statement  of  operations  appears  as  the 
Treasurer’s  report. 


REPORT  OF  DELEGATE  TO  A.M.A. 

1951  ANNUAL  SESSION 

The  one  hundredth  annual  session  of  the 
American  Medical  Association  was  held  in  At- 
lantic City,  New  Jersey,  June  11-15,  1951.  The 
total  registration  was  about  28,500  persons 
and  included  approximately  12,250  physicians. 
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The  scientific  program  and  exhibits  were 
judged  to  be  outstanding  in  comparison  with 
past  meetings  and  were  a beehive  of  activity. 

The  House  of  Delegates  again  had  a very 
busy  session.  200  of  the  201  delegates  in  the 
house  were  present.  This  indicates  the  ser- 
iousness with  which  each  delegate  regards 
his  assignment. 

Dr.  Allan  O.  Whipple  of  New  York  received 
the  distinguished  service  award  of  the  Amer- 
ican Medical  Association.  His  outstanding 
contributions  in  the  field  of  operative  surgery 
are  too  well  known  to  require  comment.  He 
was  victorious  over  Major  General  Harry  G. 
Armstrong,  surgeon-general  of  the  United 
States  Air  Force,  in  a close  ballot. 

Dr.  Louis  H.  Bauer,  Hempstead,  New  York, 
was  named  president-elect.  Dr.  Bauer  has 
served  for  many  years  on  the  board  of  trustees 
of  the  American  Medical  Association  and  has 
been  its  chairman  during  the  past  year. 

Dr.  John  W.  Cline,  San  Francisco,  Cah- 
fornia,  assumed  the  presidency  of  the  Amer- 
ican Medical  Association.  He  gave  an  inspir- 
ing address  which  was  broadcast  throughout 
the  nation  over  the  ABC  and  Mutual  Radio 
Networks. 

In  the  Board  of  Trustees,  Dr.  Walter  B. 
Martin  of  Norfolk,  Virginia,  was  re-elected. 
Dr.  David  B.  Allman,  Atlantic  City,  New  Jer- 
sey, was  elected  to  fill  the  unexpired  term  of 
Dr.  Bauer.  The  board  selected  Dr.  Dwight  H. 
Murray  as  its  new  chairman  to  succeed  Dr. 
Bauer. 

Dr.  Oscar  B.  Hunter,  Washington,  D.  C.,  was 
elected  vice-president.  Other  officers  were 
re-elected  as  follows: 

Treasurer:  Dr.  J.  J.  Moore,  Chicago,  Illinois 

Speaker  of  the  House:  Dr.  F.  F.  Borzell, 
Philadelphia,  Penn. 

Vice  Speaker:  Dr.  James  R.  Reuling,  Bay- 
side,  New  York 

Secretary:  Dr.  George  F.  Lull,  Chicago, 
Illinois 

Dr.  Elmer  Henderson,  retiring  president 
and  chairman  of  the  American  Medical  Asso- 
ciation Coordinating  Committee,  spoke  to  the 
House  on  the  program  of  the  National  Educa- 
tion Campaign.  It  was  the  recommendation 
of  Whitaker  and  Baxter,  the  committee,  and 
the  board  of  trustees  that  the  campaign  be 
terminated  in  December,  1951.  The  House  of 
Delegates  believed  that  the  work  should  be 
continued  in  a modified  way.  The  final  de- 


cision was  the  employment  of  Clem  Whitaker 
and  Leone  Baxter  on  a half-time  basis.  Dr. 
Henderson  agreed  to  continue  as  chairman 
of  the  coordinating  committee. 

Many  other  resolutions  were  considered  and 
acted  upon.  A full  record  of  the  work  of  the 
House  is  published  in  the  Journal  which  has 
come  to  the  desk  of  each  member. 

The  next  annual  session  will  be  held  in 
Chicago,  Illinois,  in  1952. 

H.  Russell  Brown,  M.D. 


REPORT  OF  DELEGATE  TO  A.M.A. 
CLINICAL  SESSION  AT  LOS  ANGELES 

This  was  the  best  Clinical  Session  which 
the  American  Medical  Association  has  held. 
Attendance,  activity  and  interest  were  higher 
than  in  any  previous  interim  session.  The 
scientific  exhibits  and  program  and  the  tech- 
nical displays  created  much  interest  and  at- 
tracted good  attendance.  There  were  reg- 
istered approximately  4,500  physicians  and  a 
like  number  of  guests,  or  a total  in  excess  of 
9,000  people. 

Your  delegate  arrived  in  time  to  attend  the 
4th  Annual  Public  Relations  Conference 
which  was  held  on  Sunday  and  Monday,  De- 
cember 2 and  3,  just  prior  to  the  Clinical  Ses- 
sion. This  conference  was  well  attended  and 
the  subject  matter  was  of  much  interest  and 
well  presented.  The  transcript  of  this  meeting 
can  be  read  by  all  of  our  state  and  district 
medical  society  officers  with  profit. 

An  outstanding  part  of  the  session  was  the 
open  meeting  of  the  House  of  Delegates  at 
which  Senators  Robert  A.  Taft  and  Harry  F. 
Byrd  appeared.  Each  made  an  address  as 
part  of  a non-partisan  public  forum.  These 
addresses  and  this  meeting  were  broadcast 
over  a nation-wide  radio  hookup  and  were 
telecast  in  the  Los  Angeles  area.  The  very 
large  Shrine  Auditorium  was  crowded  be- 
yond capacity  for  this  occasion. 

The  General  Practitioner  of  the  Year  was 
named.  Albert  C.  Voder  of  Goshen,  Indiana, 
was  chosen.  He  is  84  years  old  and  has  prac- 
ticed medicine  for  50  years.  After  flying  to 
Los  Angeles  with  his  wife,  he  was  presented 
the  Award  by  Dr.  Cline  and  then  addressed 
the  House  of  Delegates. 

The  Board  of  Trustees  announced  a second 
half  million  dollar  contribution  to  the  Amer- 
ican Medical  Education  Foundation.  A 
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similar  amount  was  contributed  in  1950  when 
the  organization  was  founded. 

Many  resolutions  were  passed  and  other 
actions  taken  by  the  House  of  Delegates.  De- 
tailed account  of  these  can  be  seen  in  the  pub- 
lished minutes  of  the  meeting  as  presented  in 
the  Journal  of  the  American  Medical  Associa- 
tion. Of  note  is  the  initiation  of  action  to 
eliminate  fellowship  and  have  a single  mem- 
bership classification.  This  cannot  be  accom- 
plished until  the  Annual  Session  in  1952  in 
Chicago  because  it  requires  changes  in  the 
constitution.  The  Board  of  Trustees  an- 
nounced, however,  that  there  will  be  no  fel- 
lowship dues  for  1952.  Action  was  taken  also 
to  attempt  to  clarify  the  confused  situation 
existing  with  regard  to  payment  of  dues  and 
each  state  secretary  will,  be  advised  in  this 
regard. 

H.  Russell  Brown,  M.D. 


REPORT  OF  THE  COUNCIL 

Two  meetings  of  the  Council  were  held 
during  the  past  year.  The  minutes  of  each 
were  published  in  the  October  and  February 
issues  of  the  South  Dakota  Journal  of  Med- 
icine and  Pharmacy. 

The  first  meeting  was  held  in  Huron,  South 
Dakota,  on  September  16th.  A motion  was 
made  and  passed  commending  the  South 
Dakota  Board  of  Examiners  in  the  Basic 
Sciences  for  its  equal  treatment  of  all  appli- 
cants. 

A motion  was  made  and  passed  approving 
the  fee  schedule  for  the  Indian  Services. 

Dr.  J.  D.  Alway  nominated  Dr.  John  Bruner 
for  the  General  Practitioner  of  Year,  and  this 
was  unanimously  carried. 

Dr.  D.  A.  Gregory  requested  that  the  dis- 
trict submit  names  for  possible  speakers  for 
the  coming  annual  meeting. 

Drs.  D.  H.  Breit  and  W.  H.  Dawley  were 
recommended  from  the  Medical  Society  to  be 
nominated  for  the  Cancer  Commission. 

Dr.  Agnes  Keegan  and  Dr.  L.  F.  Beall  were 
named  honorary  members  of  the  society. 

On  January  20th  the  Council  met  at  Huron, 
South  Dakota.  At  that  time  a committee  was 
named  to  meet  with  Governor  Anderson  re- 
garding the  appointment  of  a medical  mem- 
ber of  the  Basic  Science  Board. 

A registration  fee  of  $5.00  for  the  annual 
meeting  was  moved  and  carried. 

The  recommendations  of  the  Medical  School 


Affairs  Committee  were  discussed.  It  was 
strongly  recommended  that  each  physician  be 
encouraged  to  contribute  one  dollar  for  each 
year  of  practice  to  the  Medical  Endowment 
Association,  and  that  greater  activity  be  in- 
stigated for  the  American  Medical  Education 
Foundation. 

It  was  moved  and  carried  that  the  new 
library  at  the  South  Dakota  Medical  School  be 
named  the  “C.  P.  Lommen  Library.” 

A donation  of  $100.00  for  nurses  recruitment 
in  South  Dakota  was  moved  and  carried. 

A committee  was  appointed  to  draw  up  a 
resolution  objecting  to  certain  practices  of 
the  Veteran’s  Administration  Hospitals  with 
reference  to  hospitalization  of  non-service 
connected  disabilities.  A discussion  of  the 
Red  Cross  blood  program  for  Veterans  Ad- 
ministration purposes  was  discussed  but  no 
action  was  taken. 

A resolution  was  made  and  passed  urging 
better  pay  schedules  for  public  health  medical 
personnel. 

It  was  moved  and  passed  that  Dr.  F.  E. 
Clough  be  presented  with  the  Fifty  Year  pin 
at  the  next  annual  meeting. 

Dr.  F.  M.  Blezek  of  Tabor  was  named  an 
honorary  member,  as  was  Dr.  C.  E.  Robbins 
of  Pierre,  a past  president  of  the  association. 

Robert  E.  VanDemark,  M.D. 

Chairman  of  the  Council 


PRESIDENTIAL  ADDRESS 
D.  A.  Gregory,  M.D. 

Fellow  physicians,  honored  guests  and 
ladies:  To  be  able  to  make  this  address,  my 
final  one  as  president  of  this  organization,  is  a 
privilege  both  sad  and  pleasant.  I have  been 
proud  and  appreciative  of  the  honor  of  serv- 
ing you  as  head  of  this  group.  I feel  a sense 
of  regret  that  this  happy  year  is  drawing  to  a 
close,  a very  human  element  of  relief  in  being 
able  to  pass  on  my  responsibilities  to  my  suc- 
cessor. 

Whatever  success  I have  achieved,  what- 
ever progress  this  group  has  made  could  have 
in  no  way  been  possible  without  the  wonder- 
ful cooperation  and  encouragement  of  my  fel- 
low officers,  my  committee  members  and 
our  efficient,  executive  secretary. 

I want  especially  to  express  my  thanks  to 
the  councillors.  Their  work  as  a governing 
body  in  this  organization  has  been  invaluable; 
their  fellowship  and  cooperation  have  been  a 
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source  of  true  pleasure. 

Perhaps  this  moment  would  be  a good  time 
to  express  a bit  of  thanks  to  my  wife,  Mary, 
who  has  been  so  gracious  in  enduring  the  ad- 
ditional inconveniences  of  schedule  occa- 
sioned by  my  work  as  president  of  the  asso- 
ciation. 

Our  organization  is  a democratic  one  and 
its  foundation  is  the  district  societies  and  their 
membership.  Some  districts  have  an  especial- 
ly active  secretary  and  hold  excellent  meet- 
ings with  the  full  years  work  planned  out 
and  well  arranged.  In  our  changing  times  the 
district  societies  and  their  members  play  an 
active  part  in  community  life  and  especially 
in  community  planning. 

Our  country  has  witnessed  many  changes 
during  its  existance  and  we  have  developed 
under  a system  of  enterprise.  Now  there  is  a 
definite  attempt  being  made  to  change  our 
country  to  a socialized  state  and  the  entering 
wedge  is  the  attempt  to  socialize  the  practice 
of  medicine.  Our  country  is  now  the  medical 
center  of  the  world.  The  development  of  new 
drugs  and  new  methods  of  treatment  did  not 
come  from  our  government  but  from  the  ef- 
forts and  the  brains  of  individuals  with  the 
support  of  manufacturers.  Whenever  gov- 
ernment takes  over  the  practice  of  medicine 
our  destruction  will  begin.  Next  will  come 
the  newspapers,  then  the  labor  unions.  Read 
what  happened  in  South  America  under 
Peron.  John  Roy  Carlson  gave  an  excellent 
talk  here  in  Sioux  Falls  before  the  Kiwanis 
Club  on  the  three  iron  curtains.  The  fascist 
iron  curtain  as  in  Spain  or  Argentina,  the 
communist  as  in  Russia  and  its  satellites  and 
the  propaganda  as  in  Egypt  and  the  Islamic 
countries. 

England  once  a powerful  nation  is  now  at 
low  ebb.  Its  wonderful  program  of  socializa- 
tion began  with  medicine  and  the  politicians 
have  expanded  their  socialization  while  de- 
stroying their  nation.  “Whom  the  Gods  would 
destroy  they  first  make  mad.” 

We  Doctors  must  assist  in  securing  ade- 
quate training  for  the  physicians  of  the  future. 
This  we  are  endeavoring  to  do  at  two  levels. 
In  this  state  we  have  a Medical  School  En- 
dowment Fund  and  I hope  all  of  us  have  re- 
sponded to  my  letter  requesting  a donation 
to  that  fund.  We  can  also  urge  the  citizens 
of  our  State  to  contribute  to  this  worthy  pro- 
ject as  these  donations  are  deductible  from 


our  income  tax.  Our  two  year  Medical  School 
has  an  excellent  rating  and  we  are  fortunate 
that  Professor  W.  L.  Hard  has  been  selected 
by  the  Board  of  Regents  to  be  Dean.  We  can 
also  assist  by  teaching  those  senior  students 
who  come  to  us  for  training  under  the  pre- 
ceptor system  which  is  being  adopted  from 
other  states. 

On  the  National  level  we  have  the  “Nation- 
al Fund  for  Medical  Education”  which  is  sup- 
ported in  part  by  the  American  Medical  Ed- 
ucation Foundation.  Considerable  sums  are 
donated  for  research  projects  but  not  enough 
money  was  available  for  the  basic  teaching 
program.  The  National  Fund  held  its  first 
meeting  in  1949  but  the  organization  was 
definitely  functioning  in  1951  after  the  A.M.A. 
sponsored  the  establishment  of  the  American 
Medical  Education  Foundation.  In  1951  a rul- 
ing was  made  by  the  commissioner  of  Inter- 
nal Revenue  that  contributions  to  this  profit 
Foundation  are  deductible  on  income  tax 
returns.  Our  University  of  South  Dakota 
has  received  some  aid  from  this  foundation. 
As  A.M.A.  President,  John  Cline,  has  so  aptly 
said,  “each  one  of  us  owes  a debt  to  Medical 
Education,  no  one  of  us  has  contributed  (in 
tuition)  the  full  cost  of  his  education — let  us 
discharge  this  debt  promptly.”  Some  depart- 
ments of  our  Federal  Government  are  anxious 
to  divert  federal  funds  to  Medical  Schools  so 
that  in  the  end  they  may  control  Medical  Ed- 
ucation and  advance  their  plan  for  socializa- 
tion of  the  Medical  profession. 

In  organization  and  unity  is  strength.  The 
American  Medical  Association  is  an  active, 
energetic  organization  and  we  should  all  be 
members  and  support  it.  It  has  been  violently 
attacked  by  some  Bureaus  of  our  Federal 
government  but  it  is  doing  a good  work.  If 
you  want  information  or  assistance,  the 
A.M.A.  will  provide  it.  If  your  membership 
has  lapsed,  our  executive  secretary  will  be 
glad  to  inform  you  as  to  its  re-instatement. 

Public  Relations  is  a subject  much  under 
discussion  these  days.  We  of  the  Medical  pro- 
fession need  good  public  relations  in  this  time 
of  strife.  One  of  the  most  common  causes  of 
poor  pubhc  relations  is  the  question  of  fees. 
Survey  after  survey  has  pointed  out  that 
many  patients  resent  paying  medical  fees. 
Some  think  medical  fees  are  often  too  high 
and  that  doctors  make  too  much  money.  The 
public  does  not  realize  the  length  and  the  ex- 
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pense  of  medical  education.  It  does  not  real- 
ize that  the  maintenance  of  an  office  with 
proper  assistants  and  equipment  is  a fixed 
expense.  People  also  demand  hospitalization 
and  call  the  hospital  charges  medical  expense. 
A free  and  open  discussion  of  fees  especially 
prior  to  surgery  is  valuable  aid  in  securing 
good  public  relations  and  it  should  explain 
to  the  patient  that  it  does  not  include  hospital 
charges.  Our  public  relations  will  be  much 
improved  as  well  as  our  private  and  profes- 
sional relations  if  we  would  always  remember 
— “do  unto  others  as  ye  would  they  should  do 
unto  you.” 

We  are  members  of  an  ancient  and  honor- 
able profession  of  divine  origin,  followers  of 
great  men.  We  hope  to  have  the  respect  and 
admiration  of  those  who  will  follow  after  us. 

People  come  to  us,  bringing  their  beloved 
ones,  hoping  for  help  and  trusting  that  we 
will  do  our  best  at  all  times.  We  have  no 
right  to  fail  that  trust. 

The  future  of  medicine  is  promising  and 
we  must  fight  the  good  fight.  We  know  of  the 
tremendous  advances  that  have  been  made  in 
the  last  decade.  We  have  caught  glimpses 
through  the  veil  of  the  mysteries  of  life.  Each 
bit  of  research,  each  discovery  in  atomic  sci- 
ence leads  to  new  horizons  of  health.  What 
we  knew  yesterday  is  not  enough  for  today. 
We  must  continue  to  study,  to  read,  to  learn, 
and  to  grow  all  our  lives.  It  is  all  there  ladies 
and  gentlemen,  the  knowledge  and  the  skill 
of  the  future.  It  is  our  privilege  and  our  duty 
to  find  men  of  talent  and  courage  and  integ- 
rity into  whose  hands  we  place  our  know- 
ledge, our  skill,  our  faith  and  our  search  for 
truth. 


REPORT  OF  THE  COUNCILLOR  OF  THE 
FIRST  DISTRICT 

I am  very  happy  to  report  that  the  past  year  has 
been  one  of  the  most  successful  in  our  history. 
Commencing  September  1951,  there  was  a scientific 
meeting  held  every  month  with  the  exception  of 
March.  This  meeting  had  to  be  called  off  because 
of  blizzard  conditions.  I think  the  officers  of  the 
society  should  be  highly  complimented.  The  at- 
tendance is  improving  and  more  interest  in  the 
society  is  being  shown. 

Following  is  a list  of  the  speakers  and  their  sub- 
jects: 

Dr.  John  Scheifley,  Mayo  Clinic,  Rochester,  Minn. 
“Unusual  Aspects  of  Coronary  Diseases.” 

Dr.  Nathan  K.  Jensen,  University  of  Minnesota 
“The  Crushing  Injuries  of  the  Chest.” 

Dr.  S.  L.  Arey,  St.  Barnabas,  Abbott  and  Eitel 
Hospitals,  Minneapolis,  Minn.  “Infant  Feeding.” 

Dr.  Cochrane,  Nicollet  Clinic,  Minneapolis,  Minn. 
“Vaginal  Bleeding  in  Relationship  to  Obstetrics  and 
Gynecology.” 


Dr.  Robert  W.  Cranston,  Nicollet  Clinic,  Minn- 
eapolis, Minn.  “Common  Neurological  Disorders.” 

J.  D.  Alway,  M.D.,  Councillor 
REPORT  OF  THE  COUNCILLOR  OF  THE 
SECOND  DISTRICT 
Total  Members;  27 

Paid  up  to  date:  21 

Special  Activities  for  the  year: 

1.  Cooperated  with  the  schools  in  providing  pre- 
school physical  examinations. 

2.  Carried  out  immunization  program  in  coopera- 
tion with  the  schools. 

3.  Sponsored  Cancer  Symposium  in  cooperation 
with  the  State  Department  of  Health  and  the 
American  Cancer  Society. 

4.  Worked  out  plan  for  coordinating  County  Fees 
with  the  counties  of  the  district. 

5.  Cooperated  with  the  local  Dental  Society  in 
their  efforts  to  get  Watertown  to  carry  out 
water  flouridation  program. 

Review  of  Meetings: 

May  1,  1951 

Members  present:  13 
Guests:  2 
Business  Meeting. 

June  19,  1951 

Members  present:  17 
Business  meeting. 

September  4,  1951 

Members  present:  14 
Guests:  1 
Business  meeting. 

October  2,  1951 

Members  present:  21 
Guests:  5 

Guest  speaker;  Dr.  Claude  Larson,  Radiologist 
of  Sioux  Falls.  At  this  meeting  Dr.  D.  A. 
Gregory,  State  President,  presented  Dr.  A.  H. 
Christensen  of  Clark  with  a Fifty  Year  Pin. 
November  6.  1951 

Members  present:  11 
Guests:  1 
Business  meeting. 

December  4,  1951 

Members  present:  14 
Guests:  1 

Program  of  case  presentations  by  Drs.  J.  Arga- 
brite  and  C.  Clark  of  Watertown. 

January  2,  1952 

Members  present:  13 
Guests:  2 

Business  meeting:  Election  of  officers. 
President:  Dr.  T.  W.  Reul,  Watertown 
Vice-President:  Dr.  John  Argabrite,  Water- 
town 

Secretary-Treasurer:  Dr.  Jennings  Fershing, 
Bryant 

Delegate:  Dr.  Ross  Kilgard,  Watertown 
Alternate  Delegate:  Dr.  T.  W.  Reul,  Water- 
town 

February  5,  1952 

Members  present:  17 
Guests:  2 
Business  meeting. 

March  4,  1952 

Members  present:  14 
Guests:  2 

Guest  speaker:  Dr.  M.  Drobinsky,  Estelline, 
topic  Genito-Urinary  X-Ray  Pathology. 

April  5,  1952 

Cancer  Symposium  sponsored  by  the  Water- 
town  District  Medical  Society  in  co-operation 
with  the  State  Board  of  Health  and  the  Amer- 
ican Cancer  Society. 

Guest  Speakers:  Dr.  H.  M.  Morfit,  Denver,  Col- 
orado. Topic  Head  and  Neck  Cancer. 

Dr.  H.  O.  Peterson,  St.  Paul,  Minnesota. 
Radiologist. 

Topics:  Diagnosis  of  Intra-cranial  Lesions 
and  Diagnosis  of  Upper  Gastro-intestinal 
Lesions. 
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Cocktails  and  dinner  was  attended  by  all  the 
physicians  and  their  wives  who  were  present. 

C.  R.  Stoltz,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
THIRD  DISTRICT 

Since  the  last  state  meeting  of  the  House  of  Dele- 
gates, the  Third  District  Medical  Society  has  held 
five  meetings  and  these  have  been  well  attended. 
At  four  of  the  meetings  a scientific  program  was 
presented  and  one  meeting  was  social;  the  social 
meeting  having  been  held  at  the  Brookings  Coun- 
try Club  last  fall. 

We  have  had  a drop  in  membership  from  thirty- 
one  members  last  year  to  twenty-two  members  at 
the  present  time.  Part  of  this  drop  has  been  due 
to  the  fact  that  the  Estelline  members  have  been 
transferred  to  the  Watertown  District. 

We  carried  on  the  essay  contest  and  had  three 
very  excellent  essays  submitted.  The  first  place 
essay  was  sent  on  to  national  headquarters  for 
competition  there. 

I hereby  respectfully  submit  this  report  to  the 
House  of  Delegates. 

Magni  Davidson,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
FOURTH  DISTRICT 

In  December  1951  the  Fourth  District  had  24 
paid  up  members.  There  were  three  new  members 
accepted  during  the  year.  Four  of  the  members 
left  the  district  during  the  year,  of  whom  two  were 
Indian  Service  physicians. 

Four  meetings  were  held  during  the  year.  Three 
of  these  meetings  were  convened  at  St.  Mary’s  Hos- 
pital where  cases  were  presented  and  discussed. 
These  sessions  were  well  received  and  the  at- 
tendance showed  some  improvement. 

M.  M.  Morrissy,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
FIFTH  DISTRICT 

The  first  meeting  of  the  Huron  District  was  held 
on  September  14,  1951.  This  meeting  was  called  to 
order  by  President,  Dr.  Ted  Hohm.  There  was  no 
new  or  old  business  conducted  at  this  meeting.  It 
consisted  of  a paper  by  David  C.  Dahlin  of  St. 
Mary’s  Hospital,  Rochester,  on  carcinoma  of  the 
uterus  and  cervix  with  illustrations  of  his  talk  by 
means  of  slides. 

On  October  12,  1951,  a special  meeting  was  called 
for  the  purpose  of  hearing  Dr.  Harry  Gardner  of 
Glasgow,  Scotland,  who  spoke  on  the  socialized 
aspects  of  medicine  as  it  functions  in  the  British 
Isles. 

November  1,  1951,  was  the  third  District  meeting 
following  the  State  meeting  and  consisted  of  a 
house  warming  at  the  home  of  Dr.  R.  A.  Buch- 
anan in  honor  of  Dr.  Gregory  of  Milbank,  State 
Medical  Association  President.  The  meeting  was 
purely  a social  event. 

On  December  5,  1951,  the  meeting  was  called  by 
Dr.  Leigh  and  new  officers  for  the  following  year 
were  selected.  This  included  Dr.  Jacoby,  presi- 
dent; Dr.  Burman,  Vice-President;  Dr.  Gryte,  sec- 
retary-treasurer; Dr.  Ted  Hohm,  delegate;  Board  of 
Censors;  Dr.  Roscoe  Dean  for  two  years;  Dr.  Joe 
Tschetter  for  one  year  and  Dr.  Saylor,  Jr.  for 
three  years.  Alternate  delegate,  according  to  the 
by-laws,  is  the  secretary-treasurer  which  at  the 
present  time  is  Dr.  Gryte.  At  this  meeting  the 
matter  of  the  Essay  Contest  sponsored  by  the  As- 
sociation of  American  Physicians  and  Surgeons  in 
cooperation  with  the  State  and  County  Medical  So- 
cieties was  discussed  and  it  was  moved  by  Dr.  Sax- 
ton that  we  sponsor  this  contest  in  this  District  and 
that  a first  prize  of  $15.00,  a second  of  $10.00  and 
a third  of  $5.00  be  given.  This  was  seconded  by  Dr. 
Hofer.  Also  brought  up  at  this  meeting  was  the 


stand  of  Earl  Warren  of  California  regarding  his 
opinion  of  socialized  medicine. 

On  February  5,  1952,  a meeting  was  called  by 
the  present  secretary.  No  business  was  discussed. 
A paper  was  given  by  Dr.  Harvey  Lewis  of  Mit- 
chell on  the  various  aspects  of  low  back  pain. 

R.  A.  Buchanan,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
SIXTH  DISTRICT 

The  past  year  has  been  fairly  successful  in  this 
district.  More  interest  could  be  stimulated,  how- 
ever, as  only  three  meetings  were  held  the  past 
year.  However,  a number  of  impromptu  meetings 
were  combined  with  Staff  meetings  at  St.  Joseph’s 
and  the  Methodist  State  Hospitals. 

We  had  32  paid  up  members  for  the  past  year. 
So  far  this  year  24  members  have  paid  their  dues. 

The  following  officers  were  elected  at  the  Jan- 
uary 21st  meeting:  President:  V.  R.  Vonburg,  M.D.; 
Vice-President:  Ronald  Price,  M.D.;  Secretary- 
treasurer:  D.  R.  Nelimark,  M.D. 

F.  D.  Gillis,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
SEVENTH  DISTRICT 

The  Seventh  District  has  completed  another 
year  of  activity.  Ten  meetings  were  held  during 
the  year.  The  membership  stands  at  one  hundred 
and  three.  The  Committee  on  Speakers  furnished 
an  excellent  group  of  speakers  for  the  past  year 
from  the  Twin  Cities,  Rochester,  Sioux  City  and 
Omaha. 

Dr.  T.  J.  Billion,  Sr.  was  presented  with  a Fifty 
Year  Medal  for  his  services,  spent  entirely  in  this 
community. 

The  present  officers  of  the  Seventh  District  Med- 
ical Society  are  as  follows: 

President — Dr.  John  McGreevy 
Vice-President — Dr.  Wallace  Arneson 
Secretary — Dr.  Don  H.  Manning 
Treasurer — Dr.  Paul  Reagan 

Delegates — Dr.  George  Stevens 
Dr.  John  Kittelson 
Dr.  Don  Manning 
Dr.  C.  J.  McDonald 
Dr.  Robert  Ogborn 

We  regret  to  report  the  passing  of  Dr.  Fredrick 
DeVall  of  Garretson,  who  was  a member  of  the 
society  for  many  years. 

Robert  E.  VanDemark,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
EIGHTH  DISTRICT 

The  Yankton  District  has  47  members  — 37 
have  paid  their  dues  and  4 have  not.  There  are  6 
Honorary  Members. 

MEETINGS 

The  fall  meeting  was  held  October  3,  1951,  at 
Sacred  Heart  Hospital  in  Yankton.  The  scientific 
program  consisted  of  an  excellent  discussion  of 
the  “Management  of  Uterine  Bleeding”  by  B.  M. 
Packham,  M.D.,  Department  of  Obstetrics  and 
Gynecology,  Northwestern  University  Medical 
School,  Chicago,  111. 

John  C.  Foster,  Executive  Secretary,  made  a few 
remarks  and  suggestions,  which  are  always  ap- 
preciated by  the  members  of  th  district. 

* * * 

The  second  meeting  was  held  December  6,  1951, 
at  the  State  Hospital.  The  members  and  the  Auxil- 
iary were  dinner  guests  of  Dr.  and  Mrs.  F.  J.  Haas. 
The  district  was  honored  by  the  presence  of  Dr. 
Dave  Gregory  of  Milbank,  State  President,  who 
braved  the  bad  roads  and  weather  to  make  his 
visitation.  His  remarks  were  very  inspiring.  The 
scientific  program  consisted  of  a paper  “Peptic 
Ulcer”  by  Dr.  A.  R.  Dornberger,  Department  of 
Medicine,  Mayo  Clinic,  Rochester,  Minnesota. 
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The  third  meeting  was  held  at  the  Sacred  Heart 
Hospital  in  Yankton  on  January  23,  1952.  The  guest 
speaker  was  Dr.  Sanford  Rathburn,  Beatrice,  Ne- 
braska, who  gave  a paper  on  “Nitrate  Poisoning  in 
Children.” 

The  spring  meeting  was  held  at  Vermillion  on 
April  16,  1952.  Dr.  Carroll  Brown,  Sioux  City, 
Iowa,  presented  the  following  paper,  “Herniated 
Nucleus  Pulposus.”  The  society  is  indebted  to 
Dr.  Brown  for  the  presentation  of  such  a timely 
and  interesting  subject. 

The  officers  of  the  district  are: 

President — Clark  Johnson,  M.D.,  Yankton 
Vice-President — Brooks  Ranney,  M.D., 
Yankton 

Secretary-Treasurer — J.  P.  Steele,  M.D.,  Yankton 

The  President  and  Vice-President  are  to  be 
the  delegates  to  the  annual  meeting  at  Sioux  Falls 
May  18-20.  The  alternates  are  E.  R.  Schwartz,  M.D., 
Wakonda,  and  F.  J.  Haas,  M.D.,  Yankton. 

A.  P.  Reding,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
NINTH  DISTRICT 

The  Black  Hills  District  has  had  six  meetings 
during  the  past  year  including  the  fellowship  type 
meeting  at  Spearfish,  where  our  President,  Dr. 
Gregory,  ate  his  first  square  meal  after  his  recent 
surgery. 

Some  changes  were  instituted  this  year.  First 
we  have  adopted  a new  Constitution  which  covers 
our  present  needs  more  adequately  than  the  former 
one,  and  a copy  of  that  has  been  forwarded  to  the 
State  Office. 

We  have  started  having  a meeting  about  every 
two  months  rather  than  every  three  months  as  in 
former  years.  The  Fort  Meade  Veteran’s  Hospital 
and  the  Hot  Springs  Veteran’s  Hospital  have  been 
added  as  locations  at  which  the  additional  meetings 
are  being  held.  We  are  most  grateful  to  the  Vet- 
eran’s Administration  Authorities  at  each  hospital 
for  their  cooperation  with  us. 

See  you  all  in  Rapid  City  next  year. 

A.  A.  Lampert,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
TENTH  DISTRICT 

No  report — District  inactive. 

R.  J.  Quinn,  M.D., Councillor 

REPORT  OF  THE  COUNCILLOR  OF  THE 
ELEVENTH  DISTRICT 

The  Eleventh  District  did  not  meet  during  the 
year.  Their  one  scheduled  meeting  being  cancelled 
because  of  a snow  storm. 

At  the  end  of  1951  we  had  twelve  paid  members 
and  at  the  time  of  this  report  we  have  eight  paid 
members  and  one  honorary  member. 

A.  W.  Spiry,  M.D.,  Councillor 


REPORT  OF  THE  COUNCILLOR  OF  THE 
TWELFTH  DISTRICT 

We  have  had  a very  difficult  time  in  meeting 
during  the  past  winter  because  of  inclement 
weather  and  hazardous  travel  conditions.  It  has 
been  necessary  on  two  occasions  to  postpone  meet- 
ings of  our  society  and  consequently  the  collection 
of  dues  has  been  rather  slow  because  of  the  in- 
ability to  meet. 

However,  we  have  arranged  for  a meeting  of  our 
society  to  be  held  the  first  week  in  May  at  which 
time  an  effort  will  be  made  to  collect  the  1952  dues 
which  are  still  outstanding. 

Plans  are  in  the  making  for  a joint  meeting  with 
one  of  our  neighboring  societies  to  have  a picnic 
and  meeting  at  one  of  our  lakes  during  the  sum- 
mer months. 

Members  of  this  society  are  very  grateful  to  the 
Watertown  District  Society  and  to  the  Aberdeen 


District  Society  for  their  kindness  in  inviting  our 
members  to  some  of  their  scientific  meetings. 

Officers  of  the  District  are  W.  Brinkman,  M.D., 
President;  E.  Johnson,  M.D.,  Vice-President;  D.  Lie, 
M.D.,  Secretary-Treasurer;  W.  Judge,  M.D.,  Dele- 
gate; D.  Lie,  M.D.,  Alternate  Delegate. 

Paris  F.  Pfister,  M.D.,  Councillor 


REPORT  OF  THE  COMMITTEE 
ON  SCIENTIFIC  WORK 

The  scientific  program  of  the  1952  Annual  Ses- 
sion of  the  Association  is  the  work  of  this  com- 
mittee. This  includes: 

“Uterine  Cancer” — Film 

“Roentgenological  Diagnosis  of  Malignancy  of 
the  Stomach” — John  R.  Hodgson,  M.D. 

“Surgery  of  the  Gallbladder  and  Biliary  Tract” 
— Earl  O.  Latimer,  M.D. 

“Medicine  Today” — John  W.  Cline,  M.D. 

“Post-Operative  Care  of  Eye-patients  Twenty- 
five  Years  Ago  and  Now” — Harold  Gifford, 
M.D. 

“Hand  Surgery” — Harvey  Allen,  M.D. 

“Some  Essentials  for  Successful  Antimicrobial 
Therapy  in  Urology” — Russell  D.  Herrold,  M.D. 

“The  Treatment  of  Varicose  Veins” — Earl  O. 
Latimer,  M.D. 

“Signs  and  Stages  of  Anesthesia” — Film 

“Experimental  and  clinical  studies  on  the 
Etiology.  Diagnosis  and  Treatment  of  Epilepsy 
and  Schizophrenia” — E.  C.  Rosenow,  M.D. 

“Treatment  of  Human  Brucellosis” — Wesley 
Spink,  M.D. 

“The  Relationship  of  the  Auxiliary  to  the  Med- 
ical Association” — Mrs.Leo  J.  Schaefer 

“Treatment  of  Children  Having  Asthma” — 
George  B.  Logan,  M.D. 

“Specific  Streptococcal  Thermal  Antibody  in  the 
Diagnosis  and  Treatment  of  Epidemic  Polio- 
myelitis”— E.  C.  Rosenow,  M.D. 

“Treatment  of  Duodenal  Ulcers” — James  C. 
Cain,  M.D. 

“The  Present  Management  of  Peptic  Ulcers” 
— H.  Marvin  Pollard,  M.D. 

“Obstructions  of  the  Upper  Respiratory  Tract  in 
Children” — George  B.  Logan,  M.D. 

D.  A.  Gregory,  M.D.,  Chr. 

Roy  E.  Jernstrom,  M.D. 

L.  J.  Pankow,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLICATIONS 

The  South  Dakota  Journal  of  Medicine  and  Phar- 
macy, during  the  past  fiscal  year,  published  716 
pages,  of  which  388  Vs  were  medical,  pharmaceu- 
tical and  editorial  material.  This  is  an  increase  of 
10  % over  last  year. 

The  Journal  carried  327  Vs  pages  of  advertising 
matter,  which  is  an  increase  of  9 % over  last  year, 
and  of  42^/2  over  the  year  before. 

Financially  the  Journal  has  had  an  income  of 
$13,104.07,  and  expenses  of  $12,799.97.  All  bills  are 
paid  and  there  is  a small  operating  surplus.  The 
Journal  is  now  sent  free  of  charge  to  Honorary 
Members  and  to  many  of  the  hospitals  in  the  state. 
The  Committee  suggests  consideration  by  the 
Council  of  the  matter  of  providing  copies  of  the 
Journal  to  medical  students  at  the  University  of 
South  Dakota  Medical  School. 

The  Committee  wishes  to  again  commend  Mrs. 
Dorothy  Week  on  her  excellent  work  as  Assistant 
Editor. 

R.  G.  Mayer,  M.D.,  Chr. 

Don  H.  Manning,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  DEFENSE 

There  has  not  been  any  case  reported  to  the 
Committee  on  Medical  Defense  during  the  year 
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1951-1952.  Hence,  no  meeting  of  this  Committee 
has  been  held  during  this  period. 

F.  D.  Gillis,  M.D.,  Chr. 

M.  W.  Pangburn,  M.D. 

C.  E.  Baker,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  SCHOOL  AFFAIRS 
MEDICAL  EDUCATION  & HOSPITALS 

This  is  a report  of  the  activities  of  the  Committee 
on  Medical  School  Affairs,  Medical  Education  and 
Hospitals  since  the  last  state  meeting. 

A meeting  of  this  Committee  was  held  15  Sep- 
tember 1951,  7:30  o’clock  p.  m.,  at  the  Marvin 
Hughitt  Hotel  in  Huron,  South  Dakota.  The  finan- 
cial report  of  the  Medical  School  Endowment  As- 
sociation was  read  by  the  executive  secretary,  Mr. 
John  C.  Foster,  and  a discussion  was  held  on  in- 
vestment of  funds.  The  executive  secretary,  Mr. 
Foster,  was  instructed  to  make  suitable  investment 
and  report  to  the  committee.  He  reported  that  he 
had  invested  $1,000.00  in  a government  bond.  Be- 
cause there  was  considerable  misunderstanding 
about  the  relationship  between  the  AMA  Endow- 
ment Fund  and  the  South  Dakota  Endowment  As- 
sociation, this  subject  was  discussed  at  some  length 
but  any  action  deferred  until  the  winter  meeting, 
except  that  it  was  agreed  that  a second  letter  for 
solicitations  to  the  South  Dakota  Endowment  As- 
sociation be  sent  out  in  mid-November. 

Clinical  clerkships  for  the  sophomore  medical 
students  were  discussed  because  there  had  been 
some  isolated  criticisms.  It  was  unanimously  agreed 
to  continue  the  clinical  clerkships  as  it  had  been 
done  in  the  past.  The  meeting  was  adjourned  at 
11 :00  o’clock  p.  m. 

A meeting  of  this  committee  was  held  January 
19,  1952,  8:10  o’clock  p.  m.,  at  the  Marvin  Hughitt 
Hotel  in  Huron,  South  Dakota.  Under  old  business 
the  matter  of  donations  to  the  South  Dakota  Med- 
ical School  Endowment  Fund  and  to  the  AMA’s 
Medical  Education  Fund  was  again  opened  for  dis- 
cussion as  it  was  tabled  in  the  meeting  of  Septem- 
ber, 1951.  Discussion  of  this  matter  revealed  that 
some  Doctors  felt  that  a contribution  to  the  South 
Dakota  Medical  School  Endowment  Foundation 
could  be  in  lieu  of  a contribution  to  the  AMA’s 
Medical  Education  Fund.  However,  it  was  pointed 
out  that  this  was  not  the  case.  Others  felt  that 
since  the  University  of  South  Dakota  Medical 
School  received  funds  from  the  AMA  Medical 
Education  Foundation  that  this  Foundation  should 
have  primary  consideration.  The  opinion  of  the 
Committee  was  that  both  should  be  supported.  It 
was  urged  that  the  Doctors  contribute,  as  they  felt 
able,  to  the  AMA’s  Medical  Education  Fund  and 
also  contribute  to  the  South  Dakota  Medical  School 
Endowment  Foundation,  following  a plan  pre- 
viously suggested  which  was  that  each  doctor  in 
the  State  annually  contribute  $1.00  for  each  year 
of  his  practice  in  South  Dakota. 

It  was  suggested  that  a fitting  memorial  should 
be  made  to  Dr.  C.  P.  Lommen  who  founded  the 
University  of  South  Dakota  School  of  Medicine  and 
Dr.  Pfister  moved  that  the  Medical  Library  be  en- 
titled the  “C.  P.  Lommen  Library.”  This  was  sec- 
onded and  carried  unanimously. 

Several  recent  problems  of  policy  at  the  Univer- 
sity of  South  Dakota  Medical  School  were  pre- 
sented by  Acting  Dean  Walter  Hard.  After  con- 
siderable discussion  the  committee  unanimously 
recommended  to  the  Council  that  the  Medical  As- 
sociation approve  the  action  taken  by  the  Board 
of  Regerits  and  the  Faculty  Board  on  procedures  in 
the  Medical  School. 

It  was  recommended  to  the  Council  that  the 
South  Dakota  State  Medical  Association  provide 
funds  for  a delegate  to  the  Student  AMA  meeting 
next  year,  the  amount  to  be  determined  in  advance 


by  the  Council  or  the  Executive  Committee.  The 
meeting  adjourned  at  11:00  o’clock  p.  m. 

C.  B.  McVay,  M.D.,  Chr. 

H.  Russell  Brown,  M.D. 

W.  H.  Saxton,  M.D. 

L.  J.  Pankow,  M.D. 

F.  R.  Williams,  M.D. 

Ronald  Price,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  ECONOMICS 

A proposed  Fee  Schedule  for  Indigent  Indians 
was  considered  by  members  of  the  Committee  on 
August  3,  1951.  It  was  approved  with  a few  correc- 
tions and  returned  to  the  office  of  the  Executive 
Secretary  of  the  South  Dakota  State  Medical  As- 
sociation. 

No  other  meetings  were  held. 

M.  C.  Tank,  M.D.,  Chr. 

P.  R.  Scallin,  M.D. 

C.  R.  Stoltz,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  NECROLOGY 

The  Committee  on  Necrology  wishes  to  report  the 
death  of  the  following  physicians  in  the  State  dur- 
ing the  past  year: 

Frederick  C.  DeVall,  M.D.,  Garretson,  South 
Dakota,  passed  away  August  14,  1951,  at  the  age 
of  72. 

F.  A.  Northrop,  M.D.,  passed  away  at  Quincy, 
Illinois  in  August,  1951.  Dr.  Northrop  was  formerly 
of  Pierre,  South  Dakota  and  had  been  an  honorary 
member  of  the  Association. 

Dr.  W.  J.  Maytum,  Alexandria,  South  Dakota, 
passed  away  on  March  24,  1952,  after  an  illness  of 
several  years. 

A.  B.  Fleeger,  M.D.,  Willow  Lake,  South  Dakota, 
passed  away  in  December  of  1951. 

Kurt  S.  Tauber,  M.D.,  Milbank,  South  Dakota, 
passed  away  on  August  2,  1951  at  the  age  of  50. 

R.  A.  Weber,  M.D.,  Chr. 

J.  A.  Lowe,  M.D. 

R.  S.  Westaby,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  PUBLIC  HEALTH 

In  the  past  several  years,  there  has  been  a rapid 
growth  of  the  public  health  program  in  the  State  of 
South  Dakota.  Federal  grants  in  aid  have  made  it 
necessary  for  the  State  Department  of  Health  to 
start  new  programs  in  such  fields  as  mental  health, 
cancer  control,  heart  disease  control,  stream  pollu- 
tion control,  and  others.  The  State  Legislature  has 
also  assigned 'many  new  duties  to  the  Department. 

It  is  becoming  increasingly  difficult  to  extend 
the  benefits  of  a good  health  program  to  all  areas 
under  the  present  system  where  each  county  is  re- 
quired to  have  a part  time  health  officer  with  most 
programs  being  operated  out  of  the  office  of  the 
State  Health  Department.  It  is,  therefore,  recom- 
mended that  legislation  be  enacted  which  would 
permit  counties  to  combine  into  health  districts 
on  a mutually  agreeable  financial  basis  which 
would  also  include  participation  by  cities  within 
the  district.  It  is  suggested  that  a small  mill  levy 
be  provided  for  to  insure  financial  stability  and 
continuity  of  the  program.  Under  such  a system, 
every  area  of  the  state  would  have  the  services  of 
a full  time  health  officer,  public  health  nurses,  and 
sanitation  personnel.  Authority  and  responsibility 
for  an  adequate  health  program  would  be  placed 
at  the  local  level  where  it  belongs,  rather  than  be- 
ing centralized  in  the  State  Department  of  Health, 
which  would  then  act  as  a consulting  agency. 

The  above  proposal  is  in  line  with  the  recom- 
mendations of  the  A.M.A.,  that  there  be  a strength- 
ening of  local  health  services.  Approval  in  prin- 
ciple of  the  proposed  legislation  is  recommended. 

G.  J.  VanHeuvelen,  M.D.,  Chr. 
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REPORT  OF  THE  SUBCOMMITTEE 
ON  CANCER 

The  following  is  the  report  of  the  subcommittee 
on  Cancer.  This  committee  performs  its  efforts  on 
Cancer  by  activities  in  the  South  Dakota  Division 
of  the  American  Cancer  Society.  The  Medical 
members  of  the  governing  board  of  this  Society 
consist  of  the  following:  D.  H.  Breit,  M.D.,  Sioux 
Falls;  William  Duncan,  M.D.,  Webster;  Hans 
Jacoby,  M.D.,  Huron;  W.  A.  Dawley,  M.D.,  Rapid 
City;  G.  F.  McIntosh,  M.D.,  Eureka;  G.  J.  Van- 
Heuvelen,  M.D.,  Pierre;  and  Paul  V.  McCarthy, 
M.D.,  Aberdeen. 

During  the  past  year,  in  co-operation  with  the 
State  Board  of  Health,  efforts  were  made  to  pro- 
mote professional  Cancer  education  by  bringing 
speakers  on  this  subject  directly  to  the  local  Med- 
ical Society.  Cancer  Day  Symposia  were  held  in 
Aberdeen  and  Watertown;  a special  speaker  on 
Cancer  was  included  in  the  meeting  of  the  Sioux 
Valley  Medical  Society  held  in  Sioux  Falls.  In 
addition,  the  Society  fostered  a speaker  on  Cancer 
at  the  Annual  State  Medical  meeting. 

The  governing  Board  of  the  South  Dakota  Di- 
vision of  the  American  Cancer  Society  has  appor- 
tioned funds  for  direct  aid  to  the  Cancer  patient 
and  has  created  a loan  fund  and  a fund  for  trans- 
portation and  maintenance  of  indigent  patients,  a 
service  made  available  to  27  patients  in  17  different 
counties  the  past  year.  A biopsy  fund  for  the  in- 
digent also  has  been  set  up  and  was  used  con- 
siderably during  the  past  year. 

This  past  year  we  sent  Sister  Mary  Joseph,  R.N. 
of  Mitchell  to  the  Memorial  Hospital  in  New  York 
to  take  the  six  weeks  course  the  Hospital,  in  con- 
junction with  New  York  University,  offers  in  on- 
cological nursing.  This  is  the  third  scholarship  the 
Society  has  fostered,  alternating  the  recipient  an- 
nually between  the  nurses  of  the  Catholic  and 
Prostestant  Hospital  groups  in  the  State. 

A grant  of  $5,800.00  was  given  to  the  South 
Dakota  State  Medical  School  for  research. 

A supply  of  androgen  is  now  on  hand  for  the  use 
by  those  patients  in  need  of  some  assistance  in 
this  type  of  therapy. 

310  Doctors  have  been  given  yearly  subscriptions 
to  the  Cancer  Journal  and  217  are  being  furnished 
with  the  Cancer  Bulletin. 

Any  applications  or  inquiry  concerning  these 
activities  can  be  made  by  contacting  the  office 
of  the  American  Cancer  Society,  South  Dakota 
Division,  Watertown,  South  Dakota. 

P.  V.  McCarthy,  M.D.,  Chr. 

Hans  Jacoby,  M.D. 

D.  H.  Breit,  M.D. 


REPORT  OF  THE  SUBCOMMITTEE 
ON  TUBERCULOSIS 

The  Sub-Committee  on  Tuberculosis  has  com- 
paratively little  to  report  at  this  meeting.  There 
has  been  a definite  trend  toward  more  stringent 
examination  and  isolation  regulations  in  this  State. 
It  is  our  impression  that  a full  time  Epidemiologist 
should  be  secured  by  the  State  Board  of  Health,  if 
at  all  practicable.  An  Epidemiologist  should  be 
empowered  with  the  duties  of  supervising  the  ex- 
amination and  isolation  of  individuals  with  tuber- 
culosis. It  is  our  impression  that  public  health  laws 
should  be  so  constituted  that  it  would  be  possible 
for  state  or  local  health  officers  to  compel  examina- 
tions of  individuals  who  are  suspected  of  having 
tuberculosis.  The  State  Epidemiologist  should  have 
the  power  of  supervising  the  isolation  of  such  in- 
dividuals. We  appreciate  the  fact  that  it  is  at  this 
time  extremely  difficult,  if  not  impossible,  for 
local  health  officers  to  compel  the  isolation  of  in- 
fectious individuals.  It  is  very  probable  that  con- 
siderable pressure  could  be  brought  to  bear  upon  a 
local  county  health  officer  that  would  be  much  less 
effective  upon  a representative  of  the  State  De- 


partment of  Health.  For  this  reason  we  feel  that 
examination  and  isolation  of  such  individuals 
should  be  carried  out  from  a State  Health  level 
rather  than  from  a County  Health  level.  We  would 
like  to  recommend  that  the  Legislative  Committee 
of  the  South  Dakota  State  Medical  Association  be 
given  the  support  of  this  organization  for  the  en- 
actment of  such  changes  in  the  laws  of  the  next 
session  of  the  South  Dakota  Legislature. 

At  the  time  of  this  report,  the  new  building  at 
the  State  Sanatorium  is  in  the  blueprint  stage  and 
it  is  hoped  that  it  will  be  possible  to  start  con- 
struction sometime  during  the  summer  of  1952. 

At  the  present  time,  the  Indian  is  one  of  the 
major  public  health  problems  from  the  tuber- 
culosis standpoint,  in  South  Dakota,  and  efforts 
should  be  directed  toward  the  detection,  isolation 
and  treatment  of  tuberculosis  among  the  Indian 
population. 

W.  L.  Meyer,  M.D.,  Chr. 

Dr.  S.  Baughman,  M.D. 

W.  T.  Judge,  M.D. 


REPORT  OF  THE  SUBCOMMITTEE 
ON  MATERNAL  & CHILD  WELFARE 


The  Committee  has  had  no  problems  formally 
referred  to  it  and  no  meetings  have  been  held.  The 
annual  Crippled  children’s  clinics  were  held  in 
the  following  cities  on  the  following  dates: 


April 

April 


April  16  & 17 
April  23&  24 
April  29 
May  1 
May  8 & 9 
May  15 


Rapid  City,  South  Dakota 
Deadwood,  South  Dakota 
Watertown,  South  Dakota 
Aberdeen,  South  Dakota 
Mitchell,  South  Dakota 
Yankton,  South  Dakota 
Mobridge,  South  Dakota 
Winner,  South  Dakota 


REPORT  OF  THE  COMMITTEE 
ON  DIABETES 

Unfortunately,  Diabetes  Detection  Week  slipped 
by  until  a day  or  two  before  the  drive,  so  we  did 
not  have  a complete  program  set  up.  It  was  re- 
ported to  me,  however,  the  the  various  larger  cities 
in  South  Dakota  did  have  modified  detection  pro- 
grams and  varying  amounts  of  information  were 
given  to  the  public  by  way  of  newspapers  and 
radio.  The  only  meeting  held  by  the  Committee 
was  at  the  State  Meeting  a year  ago. 

The  following  suggestions  are  made: 

(1)  The  American  Diabetes  Association  should 
notify  the  chairman  of  the  Diabetes  Com- 
mittee through  the  State  Medical  Associa- 
tion a few  weeks  before  Diabetes  Detection 
Week  so  that  an  active  program  may  be 
started. 

(2)  The  Boy  Scouts  of  America  should  be  used 
during  Diabetes  Detection  Week  to  aid  in 
collecting  urine  samples  for  examination. 

J.  W.  Donahoe,  M.D.,  Chr. 

I.  L.  Schuchardt,  M.D. 

B.  S.  Clark,  M.D. 


REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  met  in  Watertown  to 
discuss  recommendations  to  the  President  for  com- 
mittee appointments  during  the  year. 

A second  meeting  was  held  in  Huron,  December 
19,  to  discuss  Public  Relations  with  Mr.  Larry 
Rember  of  the  American  Medical  Association’s 
Public  Relations  Department.  A recommendation 
to  the  Governor  was  made  on  a replacement  for 
a vacancy  for  the  medical  member  of  the  Civilian 
Defense  Council. 

D.  A.  Gregory,  M.D.,  Chr. 

R.  E.  Jernstrom,  M.D. 

R.  G.  Mayer,  M.D. 

L.  J.  Pankow,  M.D. 

A.  P.  Peeke,  M.D. 

R.  E.  VanDemark,  M.D. 
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REPORT  OF  THE  COMMITTEE 
ON  MENTAL  HEALTH 

The  Mental  Health  Committee  met  once  during 
the  year  at  Sioux  Falls,  South  Dakota,  on  October 
10,  1951.  On  a basis  of  discussion  by  the  members 
present,  the  Committee  recommends  to  the  House 
of  Delegates  that  a survey  be  made  by  the  Execu- 
tive office  to  determine  interest  in  the  establish- 
ment of  psychiatric  institutes  which  might  be  set 
up  in  the  state  through  the  auspices  of  the  Medical 
Association. 

The  Committee  further  recommends  that  the 
House  of  Delegates  go  on  record  commending  Dr. 
E.  S.  Watson,  Brookings,  president  of  the  Mental 
Health  Association  for  his  very  considerable  share 
in  awakening  of  public  interest,  the  tripling  of 
membership  in  the  Association,  and  securing  in- 
creased appropriations  for  mental  health  institu- 
tions along  with  saving  Mental  Health  Act  Funds 
for  the  State  of  South  Dakota. 

H.  E.  Davidson,  M.D.,  Chr. 

R.  J.  Quinn,  M.D. 

V.  V.  Volin,  M.D. 

COMMITTEE  ON  RHEUMATIC  FEVER 
AND  HEART  DISEASE 

NO  REPORT. 

M.  P.  Merryman,  M.D.,  Chr. 

John  Argabrite,  M.D. 

D.  C.  Austin,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  MEDICAL  BENEVOLENCE 

The  writer  of  this  report  was  active  with  the 
Ladies  of  the  Auxiliary  and  the  Medical  Associa- 
tion in  the  setting  up  of  the  Benevolent  Fund,  and 
has  prepared  the  majority  of  the  annual  reports 
since  that  time. 

At  the  time  the  Fund  was  set  up  there  was  dire 
need  and  want  on  the  part  of  many  physicians  and 
their  families.  Some  doctors  could  not  make  calls 
unless  gas  was  put  in  their  cars.  Some  could  not 
afford  to  buy  medicine  for  their  own  needs  (Insulin 
in  one  case).  Many  had  their  savings  and  life  in- 
surance wiped  out.  In  these  lush  days  when  a 
majority  of  the  physicians  have  never  felt  the  pinch 
of  poverty  in  their  school  or  practice,  this  fact 
must  be  remembered  and  these  days  of  dire  want 
may  one  day  recur.  Most  men  will  scoff  at  the  idea, 
but  attached  to  this  report  is  complete  informa- 
tion of  an  elderly  physician  and  his  wife  today 
who  are  in  want  and  who  have  little  to  live  on  and 
are  on  a cash  purchasing  basis.  This  case  should 
be  looked  into  by  a district  or  state  officer.  This 
couple  could  be  receiving  old-age  pensions  but 
it  is  understood  they  are  not.  (Referred  to  Council). 

Letters  from  the  Committee  members  and  Auxil- 
iary officer  lead  to  the  following  conclusions: 

1.  This  Fund  should  not  be  up  for  debate  each 
year  since  it  has  caused  much  disagreement 
and  at  present  there  is  happy  agreement  that 
this  Fund  shall  be  built  up  to  $5,000.00  and 
then  used  as  a loan  fund  for  senior  medical 
and  nursing  students.  To  this  end  the  Auxil- 
iary donates  $1.00  per  member  annually  and 
the  Medical  Association  $.50.  Let  this  con- 
tinue except  it  is  recommended  that  the  Med- 
ical Association  allocate  at  least  $1.00  per 
member  and  that  annually  the  Finance  Com- 
mittee place  into  this  Fund  some  surplus 
from  the  excess  funds  and  spending  of  the 
Association,  as  a worthwhile  savings,  instead 
of  a dead  account  to  merely  draw  interest 
and  accomplish  no  good  as  it  would  with  this 
Fund. 

2.  This  Fund  has  been  in  the  possession  of  one 
man  and  it  is  recommended  that  all  rules  and 
regulations  pertaining  to  this  be  studied  and 
arrangements  made  to  have  said  Fund  as 
such,  returned  to  the  Association  Treasury 


and  reported  on  each  year  by  the  Treasurer. 

3.  It  is  understood  that  there  are  three  Com- 
mittees appointed  each  year  which  have  to 
do  with  this  Fund.  It  appears  that  all  this  is 
unnecessary  and  that  such  an  arrangement 
tends  only  to  make  for  agitation  in  both 
groups.  It  is  therefore  felt  that  a report  from 
the  Treasurer  or  Auditing  Committee  of  the 
Association  shall  be  satisfactory  to  the  Auxil- 
iary and  that  at  such  time  when  the  Fund 
shall  reach  $5,000.00,  a joint  Committee,  two 
(2)  from  the  Association  and  one  (1)  from  the 
Auxiliary,  be  named  to  administer  the  use 
and  purpose  of  the  Fund. 

W.  E.  Donahoe,  M.D.,  Chr. 

W.  H.  Saxton,  M.D. 

J.  C.  Hagin,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  RADIO  BROADCAST 

As  per  usual  the  activities  of  the  Radio  Broad- 
cast Committee  have  been  meager  and  have  not 
been  on  an  organized  state  wide  basis.  This  is  be- 
cause the  committee  has  had  no  funds  nor  have  we 
been  able  to  raise  any.  Some  of  the  local  areas 
have  been  sponsering  broadcasts  at  various  times 
throughout  the  year,  such  as  the  following: 

1.  Seventh  District — “has  continued  to  sponsor 
during  the  past  year  a series  of  electrical 
transcriptions  over  Station  KSOO  once 
weekly.  These  are  put  out  by  the  American 
Medical  Association  Bureau  of  Health  Edu- 
cation.” 

2.  HURON — Some  broadcasts  during  Diabetes 
Week. 

3.  RAPID  CITY — Some  Mental  Health  pro- 
grams from  the  Deadwood  station. 

It  would  be  nice  if  some  money  could  be  set  aside 
for  this  type  of  public  relations  in  the  future. 

The  South  Dakota  State  Medical  Association  par- 
ticipated in  the  KUSD  “Fight  For  Life”  series 
which  were  broadcast  on  eight  stations  in  the 
State. 

J.  C.  Rodine,  M.D.,  Chr. 

Paul  Reagan,  M.D. 

Donald  Fedt,  M.D. 

L.  C.  Askwig,  M.D. 

R.  A.  Buchanan,  M.D. 

H.  R.  Lewis,  M.D. 

C.  F.  Johnson,  M.D. 

A.  A.  Lamport,  M.D. 


REPORT  OF  THE  EDITORIAL  COMMITTEE 

The  Editorial  Committee  again  reiterates  its  plea 
for  more  Scientific  Articles  and  Clinical  Case  Re- 
ports from  South  Dakota  physicians  for  publica- 
tion in  the  South  Dakota  Journal  of  Medicine  and 
Pharmacy.  News  items,  comments  and  editorials 
will  also  be  gratefully  received  at  any  time,  both 
from  members  of  the  Editorial  Committee  and 
members  at  large. 

The  Editor,  who  is  also  chairman  of  the  Editorial 
Committee,  together  with  John  C.  Foster,  Business 
Manager,  and  the  Assistant  Editor,  Mrs.  Dorothy 
Week,  attended  the  Conference  of  Editors  of  State 
Medical  Journals  at  Chicago,  November  12th  and 
13th  and  received  many  inspirational  ideas.  Panel 
discussions  on  makeup,  writing,  advertising,  etc., 
were  very  helpful.  It  was  also  a matter  pride  to 
discover  that  our  Journal  compared  favorably  with 
other  state  medical  journals.  A brief  report  of  the 
meeting  was  published  in  the  December  issue  of 
our  Journal. 

For  several  years  the  Editor  has  been  a member 
of  the  American  Medical  Writer’s  Association,  a 
national  organization  which  holds  an  annual  con- 
vention during  the  annual  meeting  of  the  Miss- 
issippi yalley  Medical  Society.  This  American  Med- 
ical Writers’  Association  is  America’s  only  associa- 
tion devoted  to  improvement  of  the  written  word 
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of  medicine.  During  the  past  year  your  Editor  was 
honored  by  being  appointed  as  a member  of  its 
Advisory  Committee. 

R.  G.  Mayer,  M.D. 

A.  C.  Michael,  M.D. 

T.  W.  Reul,  M.D. 

D.  H.  Manning,  M.D. 

G.  J.  VanHeuvelen,  M.D. 

H.  R,  Wold,  M.D. 

H.  J.  Hare,  M.D. 

Mary  Price,  M.D. 

Dagfin  Lie,  M.D. 


REPORT  ON  THE  COMMITTEE 
ON  MEDICAL  LICENSURE 

The  Board  of  Medical  and  Osteopathic  Examiners 
held  the  July  examinations  at  Rapid  City  the  17th 
and  18th  of  July,  1951,  and  the  examinations  that 
were  given  in  January  were  called  for  the  15th 
and  16th  of  January,  1952.  Some  of  the  candidates 
were  examined  at  that  time  but  many  were  unable 
to  reach  Sioux  Falls  because  of  the  ice  and  blizzard 
conditions.  Those  that  were  unable  to  reach  Sioux 
Falls  to  attend  the  first  session  were  examined 
January  29th  and  30th  at  the  time  the  Board  held 
i^  regular  semi-annual  meeting. 

Twenty-seven  candidates  were  examined  and  all 
passed  their  examinations.  There  were  nineteen 
physicians  licensed  by  reciprocity.  Five  of  the 
physicians  licensed  were  displaced  physicians  and 
were  awarded  limited  licenses  to  practice  in  South 
Dakota  and  will  be  given  a full  unlimited  license 
on  completion  of  four  years  of  practice  at  the  site 
designated  for  limited  practice. 

There  are  still  a few  displaced  physicians  in 
training  in  the  state  who  have  indicated  that  they 
will  take  their  examinations  at  the  next  regular 
examination. 

A trend  has  been  noted  in  the  location  of  the 
last  two  classes  of  examinees.  The  majority  of  these 
physicians  examined  within  the  past  year  have 
designated  that  they  are  going  to  smaller  commun- 
ities within  the  state  to  practice. 

F.  F.  Pfister,  M.D.,  Chr. 

J.  D.  Alway,  M.D. 

R.  J.  Quinn,  M.D. 


REPORT  OF  THE  COMMITTEE  ON  VETERANS 

ADMINISTRATION  & MILITARY  AFFAIRS 

The  Committee  met  at  the  Marvin  Hughitt  Hotel 
in  Huron  on  Sunday,  April  26th. 

After  discussions  the  following  recommendations 
were  made: 

1.  The  Committee  recommends  that  the  Asso- 
ciation urge  the  Governor  to  make  appointment 
of  the  medical  member  of  the  State  Civil  Defense 
Committee  and  that  individual  submit  a report  of 
his  activity  at  the  Annual  Meeting  of  the  Medical 
Association  each  year. 

2.  The  Committee  also  recommends  that  the 
Journal  of  Medicine  and  Pharmacy  for  South 
Dakota  publish  abstracts  of  Civil  Defense  material 
received  by  the  Committee  from  time  to  time. 

3.  The  Committee  wishes  to  commend  Dr.  Guy 
VanDemark’s  committee  on  Advisory  to  Selective 
Service  for  its  efficiency  and  general  all  around 
equitable  operation. 

4.  The  Committee  recommends  to  the  House  of 
Delegates  that  the  best  way  to  stop  this  practice 
of  the  Veteran’s  Administration  admitting  patients 
who  are  not  service  connected  or  did  not  have  a 
service  connected  disability  and  who  are  able  to 
pay  as  VA  hospital  patients,  is  for  the  individual 
physician  to  desist  from  signing  the  form  P-10  for 
patients  whom  he  knows  have  the  ability  to  pay. 
According  to  VA  authorities  some  90%  of  admis- 
sions to  the  hospitals  come  equipt  with  a form 
signed  by  a physician  in  private  practice.  If  the 
physician  would  refuse  to  sign  these  then  perhaps 


the  abuses  of  the  program  would  be  reduced  to  a 
minimum. 

L.  C.  Askwig,  M.D.,  Chr. 

D.  H.  Manning,  M.D. 

Paris  Pfister,  M.D. 

P.  W.  Erickson,  M.D. 


REPORT  OF  THE  COMMITTEE 

ON  PREPAYMENT  & INSURANCE  PLANS 

Since  last  year  the  Insurance  Committee  has  en- 
dorsed the  policies  of  Blue  Cross  and  Family  Hos- 
pitalization of  Washington  National  which  is  non- 
cancelable.  At  the  present  time  we  have  two  other 
policies  under  consideration  for  endorsement. 

The  Committee  feels  that  necessary  legislation 
should  be  passed  by  the  State  Legislature  to  pro- 
tect policy  holders  from  the  unscrupulous  com- 
panies who  collect  premiums  through  heavy  ad- 
vertising and  return  very  little  to  the  individual 
policy  holder.  Out  state  laws  on  this  subject  are 
among  the  poorest  in  the  Nation. 

C.  J.  McDonald,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

T.  W.  Reul,  M.D. 

R.  G.  Mayer,  M.D. 

F.  T.  Younker,  M.D. 

A.  A.  Lampert,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  NATIONAL  LEGISLATION 

There  were  no  referrals  to  this  committee. 
Therefore  no  action  was  taken. 

D.  A.  Gregory,  M.D.,  Chr. 

R.  E.  Jernstrom,  M.D. 

R.  G.  Mayer,  M.D. 

H.  R.  Brown,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  MEDICAL  SERVICE 

It  was  my  pleasure  to  attend  the  seventh  National 
Conference  on  Rural  Health  held  at  the  Shirley- 
Savoy  Hotel  in  Denver,  Colorado  on  February  29 
and  March  1,  1952.  The  keynote  of  this  meeting 
was  “Help  Yourself  to  Health.”  It  has  been  in- 
creasingly evident  that  the  best  work  can  be  done 
at  the  grassroot  levels,  where  the  people  know  their 
problems  and  make  an  effort  to  solve  them.  It  is 
of  value,  however,  for  these  groups  to  get  together 
and  meet  with  other  groups  to  see  if  their  plan  of 
attack  and  to  find  out  if  it  is  applicable  to  their 
areas.  It  has  become  more  apparent  as  the  years  go 
by,  that  it  is  health  rather  than  medical  services 
which  we  must  stress  and  this  is  best  acheived  by 
better  health  habits,  better  control  of  water,  food 
and  accidents  and  finally,  adequate  medical  ser- 
vices through  sufficient  numbers  of  doctors  and 
hospitals. 

Our  rural  health  committee  published  their  sur- 
vey of  health  facilities  in  South  Dakota  in  1951. 
Since  that  time  several  hospitals  have  been  com- 
pleted or  are  in  the  process  of  building.  Those 
receiving  federal  aid  are:  Freeman  Community 
Hospital  at  Freeman,  South  Dakota,  addition  to  St. 
Joseph’s  Hospital  and  the  Methodist  State  Hospital 
at  Mitchell,  South  Dakota,Gettysburg  Memorial 
Hospital,  Gettysburg,  South  Dakota;  Sturgis  Com- 
munity Hospital,  Sturgis,  South  Dakota;  addition 
to  St.  John’s  Hospital,  Rapid  City;  and  the  Bennett 
Memorial  Hospital  at  Rapid  City  replaces  the  Black 
Hills  General  Hospital.  Non-federal  aid  hospitals 
are:  Faith  Memorial  Hospital,  Faith  South  Dakota; 
addition  to  John  Burns  Memorial  Hospital  at  Belle 
Fourche,  South  Dakota;  Crippled  Children’s  Has- 
pital.  Hot  Springs,  South  Dakota;  Whiting  Mem- 
orial Clinic,  Woonsocket,  South  Dakota;  St.  Mary’s 
Hospital’s  Nurses  Home,  Power  Plant  and  Laundry, 
Pierre,  South  Dakota;  Onida  Hospital  and  Clinic, 
Onida,  South  Dakota;  Valley  Springs  Hospital  and 
the  Lake  Preston  Clinic. 
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Our  Pre-payment  medical  service  plans  have 
been  increasing  and  better  plans  have  been  coming 
out;  however,  we  must  always  be  on  guard  for  the 
low-cost,  non-protective  type  of  prepaid  medical 
insurance  which  tries  to  ride  in  on  the  cost  tails 
of  an  adequate,  satisfactory  plan  of  medical-pre- 
payment. We  should  constantly  be  on  the  vigil  to 
weed  these  out  and  counsel  our  people  to  take  out 
the  better  plans. 

We  plan  to  make  a survey  of  the  newer  doctors 
that  have  come  into  South  Dakota,  chart  their  loca- 
tions and  evaluate  what  the  preceptorship  plan  has 
done  toward  encouraging  the  young  men  to  locate 
in  rural  areas.  I feel  that  the  present  preceptorship 
plan  which  the  medical  school  is  trying  out  this 
year  at  the  Veteran’s  Hospital  is  a step  backward 
and  does  not  give  the  students  a first  hand  ac- 
quaintance with  rural  practice  or  general  practice. 
First,  the  students  go  to  the  Veteran’s  Hospital  only, 
and  thus  they  become  indoctorinated  to  large  hos- 
pital service  in  larger  communities,  with  special- 
ized services,  giving  them  no  experience  as  to 
future  office  practice  and  general  practice.  Second- 
ly, it  is  one  of  the  finest  forms  of  indoctrination 
into  socialized  medicine  that  could  be  devised.  I 
believe  that  these  students  have  ample  opportunity 
for  hospital  services  and  taking  histories  in  their 
clerkships  in  their  junior,  senior  and  internship 
years.  Perhaps  they  would  never  again  have  an 
opportunity  in  a preceptorship  unless  it  is  on  a 
voluntary  basis.  On  the  other  hand,  there  may  be 
drawbacks  to  preceptorship  in  the  rural  areas,  but, 
I feel,  that  with  the  ensuing  years  and  the  reports 
that  the  students  bring  back  to  the  faculty,  that 
they  will  be  able  to  sort  out  good  preceptorships. 

A.  P.  Peeke,  M.D. 

M.  M.  Morrissey,  M.D. 

G.  J.  Bloemendaal,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  NURSING  TRAINING 

During  the  past  year  the  State  Nursing  Associa- 
tion has  been  actively  working  out  a program  for 
psychiatric  nursing  in  conjunction  with  the  State 
Hospital  at  Yankton.  Your  president  requested  me, 
as  chairman,  to  sit  in  on  this  movement  in  an  ad- 
visory capacity  — which  was  done. 

A three-months  course  in  psychiatric  nursing 
has  been  worked  out  and  put  in  operation  as  of 
December,  1951,  under  the  direction  of  a well 
qualified  and  well  trained  Director.  This  is  a very 
commendable  activity  and  further  work  is  con- 
templated, as  at  the  present  time  the  nursing  ser- 
vice is  quite  inadequate.  This  condition  should  be 
improved  by  a newly  installed  course  as  outlined 
above,  as  well  as  a course  for  psychiatric  aids  in  at- 
endants.  A well  functioning  organized  program  has 
been  very  ably  assisted  by  Dr.  Haas.  His  Counsel 
and  advice  has  been  most  valuable. 

On  March  10  and  11  a Collegiate  Schools  of 
Nursing  was  held  at  State  College.  This  was  well 
attended  and  much  well  worthwhile  work  was 
done.  The  main  point  of  discussion  was  on  the 
present  status  of  nursing  degrees  as  a foUow-up  to 
the  1950  survey  on  nursing  needs  and  resources. 
The  following  weaknesses  were  brought  out. 

1)  Further  study  needed  to  meet  the  demand 
for  nurses. 

2)  Colleges  have  little  control  over  clinical  phase 
of  programs. 

3)  No  differentation  made  between  diploma 
group  and  degree  group. 

4)  Lack  of  full  time  nurse  director. 

5)  Applied  sciences  do  not  come  in  proper  se- 
quences to  be  of  optimum  value. 

6)  College  and  hospital  faculties  do  not  attend 
each  others  meetings. 

7)  No  contractural  agreement  between  colleges 
and  hospitals. 


8)  Colleges  give  degrees  in  hospital  diplomas, 
not  on  a college  level. 

9)  Colleges  have  no  financial  control  over  De- 
gree Program. 

10)  State  Board  of  Nursing  Examiners  and  State 
League  of  Nursing  Education. 

11)  Inadequate  recruitment  efforts  in  the  State. 

RECOMMENDATIONS : 

1)  State  Board  of  Nursing  Examiners  and 
League  of  Nursing  Education  assume  ad- 
visory responsibility  for  basic  degree  pro- 
grams and  correlate  some  with  stated  needs. 

2)  That  the  colleges  and  universities  review 
programs  to  see  how  better  they  can  adapt 
them  to  present  standards  of  collegiate 
nursing  education. 

3)  That  the  basic  degree  program  sponsored  by 
the  state  be  reorganized  so  that  the  clinical 
field  experience  field  will  be  on  the  college 
level. 

4)  When  such  basic  degree  program  be  estab- 
lished, the  State  Nurses  Association  Re- 
cruitment Committee  direct  more  attention 
to  this  type  of  program. 

Most  of  the  doctors  with  whom  we  have  talked 
think  that  much  of  the  degree  talk  is  superflame 
for  a sparsely  settled  state  such  as  South  Dakota. 
That  we  are  concerned  with  adequate  bed  care  and 
enough  added  education  to  a selected,  well  qualified 
few  to  make  supervisors  and  surgical  assistants  and 
so  forth.  A few  more  very  caustic  remarks  are 
deleted  by  the  committee. 

W.  H.  Saxton,  M.D.,  Chr. 

L.  J.  Pankow,  M.D. 

E.  C.  Bobb,  M.D. 


REPORT  ON  THE  COMMITTEE 
ON  WORKMEN'S  COMPENSATION 

The  Committee  on  Workmen’s  Compensation  has 
had  no  special  problems  referred  to  it  during  the 
past  year.  There  have  been  correspondence  and 
reports  made  to  the  Committee  on  Industrial  Health 
of  the  American  Medical  Association. 

It  appears  to  the  committee  that  the  principal  de- 
fect in  the  present  Workmen’s  Compensation  Law 
is  the  limitation  of  disability  maintenance  benefits 
to  a maximum  of  $25.00  weekly  during  the  time 
the  Workmen  is  disabled  from  his  injury.  This  is 
not  enough  to  support  the  average  family  in  these 
times,  and  it  is  the  feeling  of  the  committee  that 
this  should  be  increased  by  at  least  fifty  percent. 

' R.  E.  VanDemark,  M.D.,  Chr. 

O.  S.  Randall,  M.D. 

R.  J.  Delaney,  M.D. 


REPORT  OF  LIASON  COMMITTEE  WITH 
ST.  DEP'T.  OF  HEALTH.  DIV.  LABS. 

1.  A meeting  of  the  Liason  Cornmittee  was  held 
in  Dr.  Van  Heuvelen’s  office  in  Pierre  on 
March  16,  1952.  Those  present  were  Dr.  Greg- 
ory, Dr.  Van  Heuvelen,  Mr.  Foster,  Mr.  Dia- 
mond and  Dr.  Geib. 

2.  The  Liason  Committee  views  with  increasing 
alarm  the  Division  of  Laboratories’  encroach- 
ment upon  the  private  practice  of  Medicine. 
The  Committee  feels  that  the  sphere  of  the 
Division  of  Laboratories  should  be  confined 
to  communicable  diseases  and  sanitation 
problems  and  that  the  South  Dakota  State 
Medical  Association  should  suggest  the  lab- 
oratory procedures  desired. 

The  performance  of  such  non-public  health 
laboratory  procedures  as  heterophilc  antibody 
tests,  Rh  testing  of  pregnant  women,  and 
biological  pregnancy  tests  is  condemned.  It 
should  be  especially  noted  that  pregnancy 
tests  are  done  for  a fee  in  direct  financial 
competition  with  private  practioners  of  med- 
icine. It  would  appear  desirable  to  increase 
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the  scope  and  efficiency  of  diagnostic  services 
available  for  such  communicable  diseases  as 
typhoid  Salmonella  infections,  Shigellosis, 
rabies,  tuberculosis,  diphtheria,  water,  milk, 
and  restaurant  examinations,  and  serolog- 
ical evaluation.  The  annual  serological  eval- 
uation has  not  been  performed  during  the 
past  year,  possibly  due  to  the  Division  of  Lab- 
oratories activities  in  non-public  health  lab- 
oratory procedures.  The  desirability  of 
monthly  serological  evaluation  is  reiterated. 

3.  The  Committee  feels  that  a long  range  study 
should  be  made  of  the  possibility  of  estab- 
lishing regional  public  health  laboratories, 
which  can  be  supervised  by  local  pathologists 

in  selected  private  hospitals. 

4.  The  South  Dakota  Society  of  Pathologists 
should  be  encouraged  by  the  South  Dakota 
Medical  Association  to  provide  adequate  diag- 
mostic  laboratory  services  to  rural  prac- 
tioners,  to  conduct  training  programs  for 
Medical  Technologists  of  small  rural  hos- 
pitals, and  to  conduct  voluntary  evaluation 
studies  for  small  rural  hospitals  in  Biochem- 
istry, Bacteriology,  Hematology,  Parasitology, 
and  Sereology. 

W.  A.  Geib,  M.D.,  Chr. 

D.  H.  Breit,  M.D. 

C.  L.  Vogele,  M.D. 


REPORT  OF  TEMPORARY  GRIEVANCE 
COMMITTEE 

The  Grievance  Committee  as  instructed  by  the 
House  Delegates  at  the  Annual  Meeting  in  1950, 
submits  the  following  recommendation  as  an 
amendment  to  the  Constitution  and  By-Laws  of 
the  South  Dakota  State  Medical  Association: 

Amendment  to  Chapter  VH  of  the  By-Laws 
Section  1 

Insert  after  words  “Executive  Committee”  the 
words  “Grievance  Committee.” 

Add  Section  14 

The  Grievance  Committee  shall  consist  of  five 
past-presidents  of  the  Association  appointed  by  the 
Executive  Committee  who  shall  serve  five  year 
terms  except  that  the  first  appointments  shall  be 
one,  two,  three,  four,  and  five  year  terms  respec- 
tively. 

The  Committee  shall  receive  grievances,  inves- 
tigate the  facts,  attempt  to  mediate  the  dispute,  or 
refer  to  the  proper  authorities,  and  to  educate  the 
profession  in  the  ethics  of  the  practice  of  medicine. 

Rules  of  procedure  of  the  Committee  shall  be 
submitted  to  the  Council  for  approval. 

T.  F.  Riggs,  M.D.,  Chr. 

O.  J.  Mabee,  M.D. 

J.  L.  Calene,  M.D. 

D.  S.  Baughman,  M.D. 

F.  S.  Howe,  M.D. 


NOMINATING  COMMITTEE 

J.  D.  Alway,  M.D.  Aberdeen  District 

C.  R.  Stoltz,  M.D.  Watertown  District 

D.  C.  Austin,  M.D. Madison-Brookings  District 

R.  A.  Buchanan,  M.D.  Huron  District 

F.  D.  Gillis,  Sr.,  M.D Mitchell  District 

D.  H.  Manning,  M.D.  Sioux  Falls  District 

A.  P.  Reding,  M.D.  Yankton  District 

Wayne  Geib,  M.D. Black  Hills  District 

R.  J.  Quinn,  M.D.  Rosebud  District 

A.  W.  Spiry,  M.D.  Northwest  District 

F.  F.  Pfister,  M.D.  Whetstone  Valley  District 

COMMITTEE  ON  AUDITING 
AND  APPROPRIATIONS 
(as  amended) 

The  Committee  met  in  the  West  Room  of  the 
Cataract  Hotel,  May  1,  at  4:00  P.  M.  Those  present 


were  Drs.  Morrissey,  Gillis,  VanDemark,  Pankow, 
Gregory  and  executive  secretary  Foster. 

Dr.  Morrissey  moved  adoption  of  the  CPA  Audit. 
Seconded  by  Dr.  VanDemark  and  carried. 

Dr.  VanDemark  moved  and  Dr.  Morrissey  sec- 
onded the  adoption  of  a budget  for  the  coming 
year  as  follows: 

Estimated  Income 

Dues  $20,000.00 

Annual  Meeting  4,000.00 

Other  100.00 

Total $24,100.00 

Estimated  Expenses 

Secretary $ 300.00 

Attorney  & Audit 500.00 

Dues  & Subscriptions  1,000.00 

Council  & Officers  1,500.00 

Benevolent  Fund  400.00 

Annual  Meeting  3,700.00 

Exec.  Secy.  Travel 2,000.00 

Exec.  Secy.  Salary 8,000.00 

Office  Secy.  Salary  2,500.00 

Office  Expense  2,300.00 

Public  Relations  . 500.00 

Reserve  Fund  400.00 

Misc. 100.00 

TOTAL  $23,200.00 


COUNCIL  MEETING 
Cataract  Hotel.  Sioux  Falls 
Saturday,  May  17,  1952 

Chairman  VanDemark  called  the  meeting  to 
order  at  4:50  P.  M.  Those  present  were  Drs.  Greg- 
ory, Jernstrom,  Mayer,  Pankow,  Peeke,  Brown, 
Alway,  Davidson,  Morrissey,  Buchanan,  Gillis, 
VanDemark,  Reding,  Lampert,  Quinn,  Spiry, 
Pfister  and  executive  secretary  Foster. 

The  Executive  Secretary  read  the  minutes  of 
the  previous  meeting.  Secretary  Pankow  moved 
the  minutes  be  approved  as  read.  Dr.  Peeke  sec- 
onded the  motion,  carried. 

Executive  Secretary  Foster  read  the  report  of  the 
Council.  Dr.  Davidson  moved  the  report  be  accep- 
ted as  read.  Seconded  by  Dr.  Peeke  and  carried. 

Dr.  Gillis  read  the  report  of  the  Auditing  and 
Appropriations  Committee.  Dr.  Alway  moved  that 
the  report  be  accepted.  Seconded  by  Dr.  Peeke 
and  carried. 

Dr.  Gregory  moved  that  the  reports  published  in 
the  handbook  not  be  read.  Seconded  by  Dr.  David- 
son and  carried. 

OLD  BUSINESS;  The  report  of  a special  sub- 
committee of  the  Council  on  Veterans  Adminis- 
tration Hospitals  was  read  as  follows: 

WHEREAS,  it  appears  that  United  States  Vet- 
erans Administration  hospitals  have  been  accept- 
ing non-service  connected  cases  who  are  known  by 
them  to  be  covered  by  insurance  against  hospital 
and  medical  expenses,  or  who  are  insured  under 
Workman’s  Compensation  laws,  and 

WHEREAS,  in  treating  such  cases  it  has  become 
the  practice  of  the  Veterans  Hospital  to  accept  fees 
for  hospital,  medical  and  surgical  care  from  in- 
surance companies,  and 

WHEREAS,  the  practice  of  accepting  non-service 
connected  cases  definitely  increases  the  demand 
for  more  hospital  beds  in  Veterans  Hospitals,  and 
sometimes  prevents  the  acceptance  of  service- 
connected  cases,  who  are  more  justly  entitled  to 
such  hospital  beds,  and 

WHEREAS,  the  practice  of  accepting  non-service 
connected  cases  who  are  covered  by  insurance 
against  hospital  and  medical  expenses,  or  who  are 
insured  under  Workman’s  Compensation  laws,  in- 
creases the  demand  for  more  and  more  personnel 
for  the  Veterans  Hospitals,  both  medical  and  nurs- 
ing staffs,  as  well  as  administrative,  and 
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WHEREAS,  such  increased  personnel  in  the  med- 
ical and  nursing  staffs  is  becoming  more  and  more 
difficult  to  obtain  because  of  increased  quotas  of 
physicians  and  nurses  needed  by  the  Armed  Ser- 
vices, and 

WHEREAS,  such  practice  places  the  government 
controlled  and  subsidized  Veterans  Hospitals  and 
doctors  in  competition  with  local  private  hospitals 
and  physicians,  and 

WHEREAS,  this  practice  is  competitively  un- 
fair to  the  local  physicians  and  hospitals  and  detri- 
mental to  both  medical  agencies  on  a local  and 
national  level, 

THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  South  Dakota  State  Medical 
Association  in  session  on  May  18th,  1952,  adopts  a 
firm  policy  of  disapproval  of  this  procedure  on  the 
part  of  the  Veterans  Administration,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of 
this  resolution  be  sent  to  each  Representative  and 
Senator  of  the  State  of  South  Dakota,  The  Veterans 
Administration,  the  American  Hospital  Associa- 
tion, the  American  Medical  Association  and  each 
of  its  consituent  state  medical  societies. 

Dr.  Brown  moved  that  the  resolution  be  adopted. 
Seconded  by  Dr.  Mayer.  Dr.  Brown  moved  that  an 
amendment  to  the  resolution  be  made  by  deleting 
the  words  “medical  and  surgical”  from  line  six  and 
inserting  therefore  the  words  “and  medical  care.” 
Seconded  by  Dr.  Gillis  and  the  motion  as  amended 
was  adopted  by  unanimous  vote  and  referred  to 
the  House  of  Delegates. 

NEW  BUSINESS:  A memo  from  the  State  Health 
Officer  concerning  expansion  of  the  Mobile  X-Ray 
program  was  read.  Dr.  Mayer  moved  that  the 
matter  be  referred  to  the  Liason  Committee  with 
the  State  Board  of  Health  for  further  study.  Sec- 
onded by  Dr.  Peeke  and  carried.  A request  for 
action  on  re-organization  on  federal  medical  ser- 
vices by  the  National  Doctors  Committee  for  Im- 
proved Federal  Medical  Services  was  read.  Dr. 
Brown  moved  that  it  be  tabled  indefinitely.  Sec- 
onded by  Dr.  Gregory  and  carried.  A discussion 
was  held  on  Press-Radio  code  and  the  suggestion 
made  that  the  proper  reference  committee  add  this 
to  the  report  of  the  president-elect.  Dr.  Mayer 
moved  that  the  Association  continue  its  member- 
ship in  the  National  Society  for  Medical  Research. 
Seconded  by  Dr.  Pfister  and  carried. 

Dr.  Mayer  moved  that  a subscription  to  the 
Journal  be  given  to  each  University  of  South 
Dakota  Medical  student  on  an  individual  basis. 
Seconded  by  Dr.  Davidson  and  carried. 

A letter  was  read  on  improving  the  plumbing 
code.  Dr.  Brown  moved  that  the  matter  be  referred 
to  the  Committee  on  Liason  with  the  State  Board 
of  Health. 

Dr.  Mayer  and  executive  secretary  Foster  made 
several  announcements. 

The  meeting  adjourned  on  motion  at  6:03  p.  m. 


SECOND  COUNCIL  MEETING 
West  Room,  Cataract  Hotel 
Sunday,  May  18.  1952 

The  Second  Council  Meeting  of  the  South  Dakota 
State  Medical  Association  was  called  to  order  by 
Dr.  VanDemark  at  4:10  p.  m.  The  Executive  Secre- 
tary read  the  roll.  Those  present  were  Drs.  Greg- 
ory, Jernstrom,  Mayer,  Brown,  Quinn,  Peeke, 
Pankow,  Spiry  and  executive  secretary  Foster. 

The  minutes  of  the  previous  meeting  were  read 
by  the  executive  secretary  and  approved  as  read. 

Dr.  VanDemark  was  unanimously  elected  as 
Chairman  of  the  Council.  The  Auditing  and  Ap- 
propriations Committee  of  Drs.  Gillis,  Morrissey 
and  VanDemark  were  reappointed  for  the  coming 
year. 

Dr.  G.  I.  W.  Cottam  was  elected  secretary-treas- 
urer of  the  Association  for  a three  year  term. 


Dr.  Peeke  moved  that  Dr.  Pfister  be  recom- 
mended to  the  Governor  for  reappointment  to  the 
Board  of  Medical  and  Osteopathic  Examiners  for 
a five  year  term.  Alternatenames  to  be  given  were 
Drs.  Reding  and  Spiry.  Seconded  by  Dr.  Morrissey 
and  carried. 

Dr.  Davidson  moved  participation  by  the  Asso- 
ciation in  the  APS  Essay  Contest  establishing  prizes 
of  $50.00,  $25.00  and  $15.00.  Seconded  by  Dr.  Mayer 
and  carried. 

Dr.  Reding  moved  that  a letter  be  written  re- 
questing that  the  Laboratory  be  kept  at  Vermillion 
to  help  the  medical  students.  Copies  are  to  be  sent 
to  President  Weeks,  Dr.  VanHeuvelen  and  to  the 
Board  of  Regents.  Dr.  Mayer  seconded  the  motion 
and  it  was  carried. 

Dr.  Pfister  made  a suggestion  that  Dr.  Pankow 
be  sent  a letter  of  thanks  for  his  untiring  efforts 
on  behalf  of  the  Association.  A resolution  was  pre- 
pared for  President  Gregory  to  read  at  the  ban- 
quet during  the  presentation  of  the  past-presidents 
certificate. 

Dr.  Pfister  moved  that  the  present  Journal  staff 
be  reappointed  except  that  Dr.  D.  H.  Manning  be 
named  Associate  Editor  replacing  Dr.  Billion. 
Seconded  by  Dr.  Reding  and  carried. 


HOUSE  OF  DELEGATE  MEETING 
WEST  ROOM,  CATARACT  HOTEL 
May  17,  1952 

71  annual  session  of  the  house  of  delegates  of 
the  S.  Dak.  State  Medical  Association  was  called 
to  order  at  8:22  p.  m.  by  the  association  president. 
Dr.  Gregory. 

Dr.  Gregory  then  turned  the  meeting  over  to  the 
speaker  of  the  house.  Dr.  Peeke.  At  secretary  Pan- 
kow’s  request  Mr.  Foster  called  the  roll.  Those 
present  were:  Gregory,  Jernstrom,  Mayer,  Pankow, 
Peeke,  Brown,  Gelber,  Austin,  Wold,  Askwig, 
Skogmo,  DcDonald,  Manning,  Kittelson,  Ogborn, 
Geib,  Grau,  Hamm,  Alway,  Davidson,  Morrissey, 
Buchanan,  Gillis,  VanDemark,  Reding,  Lampert, 
Spiry,  Pfister. 

A quorum  was  present. 

Dr.  VanDemark  moved  that  the  reading  of  the 
last  meeting  be  dispensed  with  because  they  had 
been  published  in  the  journal.  Seconded  by  Dr. 
Davidson  and  carried. 

Dr.  Gregory  then  appointed  the  nominating  com- 
mittee as  follows:  (and  published  in  the  handbook) 
Alway,  Stoltz,  Austin,  Buchanan,  Gillis,  Manning, 
Reding,  Geib,  -Quin,  Spiry,  Pfister,  Askwig.  Dr. 
Alway  was  appointed  chairman  of  the  committee. 
Committee  to  meet  in  the  ballroom  of  the  Cataract 
Hotel  at  10:30  Sunday,  May  18. 

Appointments  of  reference  committees  were  then 
made  by  Dr.  Peeke:  Committee  on  credentials  Dr. 
Ogborn,  chairman;  Dr.  Meyer,  and  Dr.  Graham. 

El  Committee  on  Reports  of  officers  and  coun- 
celors — Dr.  Grau,  Chr.;  Dr.  Kittleson,  and  Dr. 
Cooley. 

E2  Committee  on  Amendments  to  the  Constitu- 
tion and  By-Laws — Dr.  Davidson,  Chr.;  Dr.  Hamm 
and  Dr.  Johnson. 

E3  Committee  on  Resolutions  and  Memorials  Dr. 
Manning,  Chr.;  Dr.  Hohm  and  Dr.  Skogmo. 

E4  Committee  on  reports  of  standing  committees 
— Dr.  Geib,  Chr.;  Dr.  Austin  and  Dr.  Gelber. 

E5  Committee  on  Special  Committees  and  Misc. 
Business — Dr.  Askwig,  Chr.;  Dr.  Kilgard  and  Dr. 
McDonald. 

Tellers — Dr.  Kind  and  Dr.  Wold. 

REPORT  OF  OFFICERS: 

Report  of  the  President  published  Referred  to 
comm.  #1 

Report  of  the  President-elect — published — referred 
to  comm.  El 

Report  of  the  Vice-President — published  referred 
to  comm.  El 
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Report  of  the  Secretary-Treasurer — published  re- 
ferred to  comm.  SI 

Report  of  the  Delegates  to  the  AMA — published 
referred  to  comm.  SI 

Report  of  the  Executive  Secretary — published  re- 
ferred to  comm.  SI 

Report  of  the  Chairman  of  the  Council — published 
referred  to  comm.  SI 

Reports  of  the  Councillors  of  the  1st,  2nd,  3rd,  4th, 
5th,  6th,  7th,  8th,  9th,  10th,  11th,  12th— pub- 
lished referred  to  comm.  SI 
REPORTS  OF  STANDING  COMMITTEES: 

The  reports  of  the  following  committees  were 
published  in  the  handbook  and  referred  to  cornm. 
S4:  Scientific  Work,  Public  Policy  & Legislation, 
Publications,  Medical  Defense,  Medical  School  Af- 
fairs, Medical  Education  and  Hospitals,  Medical 
Economics,  Necrology,  Public  Health,  Cancer 
Tuberculosis,  Maternal  & Child  Welfare,  Diabetes, 
Executive  Committee,  Mental  Health,  Rheumatic 
Fever  & Heart  Disease  & Medical  Benevolence. 

The  reports  of  the  following  committees  were 
published  in  the  handbook  and  referred  to  comm. 
S5:  Radio  Broadcasts,  Editorials,  Medical  Licensure, 
Veterans,  Admin.  & Military  Affairs,  Prepayment 
& Insurance  Plans,  National  Legislation,  Rural 
Medical  Service,  Nursing  Training,  Workmen’s 
Compensation,  Liason  Committee  with  the  S.  B.  H. 

The  report  of  the  temporary  grievance  committee 
which  was  published  and  referred  to  comm.  S2: 
OLD  BUSINESS: 

Foster  discussed  the  grievance  committee. 
Foster  read  a resolution  on  Veterans  Adminis- 
tration Hospital  Policies.  This  resolution  was  re- 
ferred to  comm.  #5. 

The  report  of  the  Auditing  and  Appropriations 
Committee  was  referred  to  comm.  55. 

Dr.  Davidson  moved  that  Dr.  C.  A.  Neves,  Hot 
Springs,  be  made  an  honorary  member  of  the  As- 
sociation. Seconded  by  Dr.  Skogmo,  and  carried. 

The  Executive  Committee  recommended  that  Dr. 
Brown  receive  the  Distinguished  Service  Award. 
Dr.  Hamm  moved  that  the  recommendation  of  the 
Comm,  be  accepted.  Motion  seconded  by  Dr.  Red- 
ing and  carried. 

Dr.  Lampert  invited  the  Association  to  meet  in 
Rapid  City  for  their  annual  meeting  next  year.  The 
time  to  be  designated  by  the  Executive  Committee. 
The  Chambers  of  Commerce  of  Yankton  and  Aber- 
deen also  submitted  invitations.  This  matter  was 
referred  the  nominating  committee. 

NEW  BUSINESS: 

Announcements  were  made  by  Mr.  Foster. 

Dr.  Mayer  read  a telegram  from  Elmer  Hender- 
son, M.D.,  President  of  the  American  Medical  Edu- 
cation Foundation,  concerning  co-operation  in  the 
program  for  recruiting  funds.  A discussion  fol- 
lowed. 

Dr.  Mayer  moved  that  a rnecial  committee  of 
three  members  be  appointed  to  organize  plans  for 
conducting  an  intensive  campaign  of  personal 
solicitation  of  every  physician  in  the  State  on  be- 
half of  the  American  Medical  Education  Founda- 
tion and  the  South  Dakota  Medical  School  En- 
dowment Fund.  Seconded  by  Dr.  Morrissey.  The 
motion  was  referred  to  Committee  55. 

Meeting  adjourned. 


SECOND  SESSION  HOUSE  OF  DELEGATES 
Cataract  Hotel,  Sioux  Falls 
May  18,  1952 

Dr.  Peeke  called  the  second  session  of  the  House 
of  Delegates  to  order  at  1 :45  p.  m.  Roll  was  called 
by  the  executive  secretary.  Those  present  were 
Drs.  Gregory,  Jernstrom,  Mayer,  Pankow,  Peeke, 
Brown,  Gelber,  McCarthy,  Kilgard,  Austin,  Wold, 
Askwig,  Skogmo,  McDonald,  Manning,  Kittelson, 
Ogborn,  Ranney,  Geib,  Grau,  Hamm,  Alway,  David- 
son, Morrissey,  Buchanan,  Gillis,  VanDemark,  Red- 


•A. 

ing,  Lampert,  Pfister,  Mabee,  Steele,  Sax 
executive  secretary  Foster. 

A quorum  was  present. 

The  executive  secretary  read  the  minutes  of 
the  last  meeting  which  were  approved  as  read. 

Dr.  Alway  read  the  report  of  the  Nominating 
Committee  as  follows:  President — Roy  E.  Jern- 
strom, M.D.,  President-Elect — R.  G.  Mayer,  M.D.; 
Vice-President — A.  W.  Spiry,  M.D.;  AMA  Delegate 
(2  years)  H.  Russell  Brown,  M.D.;  Alternate  Dele- 
gate to  the  AMA — A.  A.  Lampert,  M.D.;  Speaker 
of  the  House — A.  P.  Peeke,  M.D.;  Rapid  City  was 
designated  as  the  location  for  the  next  meeting. 
Councillors  Drs.  Lampert,  Quinn,  Pfister  ard  Tor- 
kildson  were  recommended  for  three  year  terms. 

Dr.  Wold  moved  that  the  nominations  cease  and 
a unanimous  ballot  be  cast.  Seconded  by  Dr.  Pfister 
and  carried. 

Dr.  Ogborn  read  the  report  of  the  Committee  on 
Credentials  and  moved  that  it  be  adopted.  Seconded 
by  Dr.  Gregory  and  carried. 

Dr.  Grau  read  the  report  of  the  Reference  Com- 
mittee on  Reports  of  Officers  and  Councillors  and 
moved  that  the  report  as  amended  be  adopted. 
Seconded  by  Dr.  Ogborn  and  carried. 

Dr.  Davidson  read  the  report  of  the  Reference 
Committee  on  Constitution  and  By-Laws  and 
moved  that  the  report  be  accepted.  Seconded  by 
Dr.  Ogborn  and  carried. 

Dr.  Geib  read  the  report  of  the  Reference  Com- 
mittee on  Standing  Committees  and  moved  that 
it  be  accepted.  Dr.  Pankow  moved  to  amend  the 
report  of  the  Committee  on  Mental  Health  by  re- 
storing the  second  sentence  to  the  report  and 
change  the  wording  from  “psychiatric  institutes” 
to  “psychiatric  symposia  for  physicians.”  Dr. 
Brown  seconded  the  motion.  Dr.  Gregory  moved 
that  the  report  be  accepted  as  amended,  seconded 
by  Dr.  Morrissey  and  carried. 

Dr.  Askwig  read  the  report  of  the  Reference  Com- 
mittee on  Special  Committees  and  Miscellaneous 
Business.  Dr.  Gregory  moved  that  the  fourth 
recommendation  of  the  Committee  on  Veterans  Ad- 
miinistration  and  Military  Affairs  be  omitted  from 
the  report.  Seconded  by  Dr.  Ogborn  and  carried. 
The  report  of  the  Committee  on  Prepayment  and 
Insurance  Plans  was  amended  by  Dr.  McDonald 
as  follows: 

1.  So-called  membership  fees  in  hospital  and 
surgical  insurance  policies  should  be  abol- 
ished. 

2.  A copy  of  the  application  should  be  attached 
to  the  hospitalization  policy. 

3.  A brochure  outlining  the  policy  should  be 
signed  and  dated  by  the  agent  at  the  time 
that  the  policy  is  sold. 

4.  The  insurance  licensing  regulation  should  be 
strengthened  to  prevent  fly-by-night  organ- 
izations stumping  the  state  to  sell  insurance. 

The  amendment  was  seconded  by  Dr.  Davidson 
and  carried.  The  report  of  the  Committee  on 
Workmen’s  Compensation  was  read  and  Dr.  Greg- 
ory moved  that  the  Reference  Committee’s  report 
be  amended  to  coincide  with  the  original  committee 
report,  and  that  it  be  referred  to  the  Committee  on 
Public  Policy  and  Legislation  to  increase  limita- 
tions on  loss  of  time  coverage.  This  amendment 
was  seconded  by  Dr.  Pfister  and  carried.  Dr.  Ask- 
wig moved  that  the  report  of  the  committee  be 
accepted  as  amended.  Seconded  by  Dr.  Gregory 
and  carried. 

Dr.  Manning  read  the  report  of  the  Reference 
Committee  on  Resolutions  and  Memorials  and 
moved  its  adoption.  This  was  seconded  by  Dr. 
Gregory  and  carried. 

Dr.  Gillis  moved  that  an  amendment  be  added  to 
the  report  of  the  Auditing  and  Appropriations 
Committee  because  an  Alternate  Delegate  had 
been  named.  An  additional  $500.00  be  added  to 
the  expenses  of  officers  and  councillors  and  that 
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)unt  of  the  Benevolent  Fund  be  increased 
^00.00  to  $400.00,  thus  making  the  total  for 
is  $23,200.  Motion  was  seconded  by  Dr. 
oav.json  and  carried. 

NEW  BUSINESS:  Dr.  Pankow  moved  that 
recommendation  be  sent  to  the  AMA  stating  that 
additional  sets  of  platters  be  prepared  for  ad- 
ditional use.  This  was  seconded  by  Dr.  Davidson 
and  carried.  A discussion  was  held  on  insurance 
problems.  Dr.  Gelber  moved  that  only  non-can- 
cellable  insurance  be  investigated  and  recommen- 
ded by  the  Medical  Association  in  the  State  of 
South  Dakota.  The  motion  was  seconded  by  Dr. 
VanD«mark  but  after  much  discussion  was  de- 
feated. Dr.  F.  E.  Clough  of  California  made  several 
remarks.  Another  discussion  was  held  on  fees  but 
no  action  was  taken. 

Mr.  Foster  made  a few  announcements. 

Dr.  Peeke  thanked  the  Committee  chairmen,  etc. 
for  their  cooperation. 

The  meeting  adjourned  on  motion. 


REPORT  OF  THE  COMMITTEE 
ON  CREDENTIALS 

The  Committee  checked  the  credentials  of  all 
members  of  the  House  of  Delegates  and  found 
them  to  be  in  order.  There  were  28  present  out  of 
a total  of  37. 

Total  registration  for  the  meeting  included  230 
M.D.’s;  47  exhibitors,  19  guests  and  75  auxiliary 
members. 

R.  J.  Ogborn,  M.D.,  Chr. 

W.  L.  Meyer,  M.D. 

Hamlin  Graham,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  OFFICERS  AND  COUNCILLORS 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  President  and 
accept  it  and  hereby  move  its  adoption. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  President-elect 
and  accept 'it  with  the  following  amendment: 

In  the  fourth  line  delete  the  words  beginning 
with  “and  I am”  and  the  rest  of  that  sentence  and 
insert  therein  “I  recommend  that  the  House  of 
Delegates  authorize  the  establishment  of  a Press 
Radio  Hospital  Medical  Code  as  soon  as  possible.” 

This  amendment  is  made  with  the  full  knowledge 
and  consent  of  the  President-Elect.  We  move  the 
adoption  of  this  report  as  amended. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  Vice-President 
and  accept  it  and  hereby  move  its  adoption. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  Secretary-Treas- 
urer and  move  the  adoption  less  the  financial  state- 
ment which  is  in  the  hands  of  another  committee. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  Executive  Sec- 
retary and  move  the  adoption  of  the  report. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  Delegate  to 
the  AMA  and  move  the  adoption  of  the  report. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  report  of  the  Council  and 
move  the  adoption  of  the  report. 

The  Reference  Committee  on  Officers  and  Coun- 
cillors have  read  the  reports  of  the  Councillors 
from  the  various  districts  and  recommend  their 
adoption. 

H.  J.  Grau,  M.D.,  Chr. 

J.  A.  Kittelson,  M.D. 

F.  H.  Cooley,  M.D. 


The  Committee  on  Constitution  and  By-Laws 
recommends  that  the  report  of  the  Grievance  Com- 


mittee be  accepted  and  that  the  By-Laws  be 
amended  accordingly. 

Magni  Davidson,  M.D.,  Chr. 

J.  Hamm,  M.D. 

C.  F.  Johnson,  M.D. 


REPORT  OF  THE  COMMITTEE 
RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  Sioux  Falls  doctors  have  made 
such  detailed  arrangements  that  have  contributed 
in  a large  measure  to  the  pleasantness  and  success 
of  the  71st  Annual  Meeting  of  the  South  Dakota 
State  Medical  Association. 

BE  IS  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  extend  its  thanks  and 
appreciation  to  the  local  doctors  of  Sioux  Falls 
who  have  seen  to  it  that  the  facilities  of  Sioux 
Falls  were  at  our  disposial. 

WHEREAS,  the  Management  of  the  Cataract 
and  Carpenter  Hotels  have  been  most  cooperative 
in  providing  facilities  and  making  arrangements 
for  the  success  of  the  71st  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association. 

BE  IS  RESOLVED,  That  the  said  Medical  As- 
sociation extend  its  thanks  and  appreciation  to 
said  hotels  and  their  managers. 

WHEREAS,  the  American  Legion  of  Sioux 
Falls  in  giving  freely  of  their  club  facilities  for  the 
stag  party  have  contributed  much  to  the  success  of 
our  meeting. 

BE  IS  RESOLVED,  that  the  Medical  Associa- 
tion extend  its  sincere  thanks  to  the  American 
Legion. 

WHEREAS,  the  Chamber  of  Commerce  of  the 
City  of  Sioux  Falls  has  been  most  cooperative  in 
providing  facilities  and  making  arrangements  for 
the  success  of  the  71st  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association. 

BE  IT  RESOLVED,  that  the  Medical  Associa- 
tion extend  their  thanks  to  the  Chamber  of  Com- 
merce, its  manager  Mr.  Patton,  and  to  all  others 
in  assisting  the  work  and  preparation  for  the 
meeting. 

WHEREAS,  the  Sioux  Falls  Daily  Argus- 
Leader,  the  Associated  Press,  the  United  Press  and 
the  Sioux  Falls  Radio  stations  have  been  most 
cooperative  in  presenting  to  the  public  news  of  the 
71st  Annual  Meeting  of  the  South  Dakota  State 
Medical  Association. 

BE  IT  RESOLVED,  that  the  said  Medical  As- 
sociation extend  the  sincere  thanks  to  the  Sioux 
Falls  Argus-Leader,  the  Associated  Press,  the 
United  Press  and  the  Sioux  Falls  Radio  Stations. 

WHEREAS,  the  druggists  of  Sioux  Falls  have 
been  most  cooperative  and  have  coptributed  much 
toward  making  the  71st  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association  a pleasant 
one. 

BE  IT  RESOLVED,  that  said  Medical  Associa- 
tion extend  its  sincere  thanks  to  the  druggists  of 
Sioux  Falls. 

We  move  the  adoption  of  this  report. 

D.  H.  Manning,  M.D.,  Chr. 

Ted  Hohm,  M.D. 

B.  R.  Skogmo,  M.D. 


REPORT  OF  THE  COMMITTEE  ON  REPORTS 
OF  STANDING  COMMITTEES 

Report  of  Scientific  Work  — 

The  Reference  Committee  on  Standing  Com- 
mittees commends  the  committee  on  Scientific 
Work  for  the  excellence  of  its  forthcoming  pro- 
gram for  the  1952  annual  session. 

Report  of  the  Committee  on  Public  Policy  and 
Legislation  — 

The  Committee  urges  the  adoption  of  the  re- 
port of  the  Committee  on  Public  Policy  and 
Legislation. 
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Report  of  the  Committee  on  Publications  — 

The  Committee  urges  the  adoption  of  the  re- 
port of  the  Committee  on  Publications. 

Report  of  the  Committee  on  Medical  Defense  — 
The  Committee  recommends  its  adoption  of 
the  report  of  the  Committee  on  Medical  De- 
fense. 

Report  of  the  Committee  on  Medical  School  Affairs, 

Medical  Education  & Hospitals  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  Committee  on  Medical  School 
Affairs,  Medical  Education  & Hospital. 

Report  of  the  Committee  on  Medical  Economics  — 
The  Committee  recommends  the  adoption  of 
the  report  of  the  Committee  on  Medical  Eco- 
nomics. 

Report  of  the  Committee  on  Necrology  — 

The  Committee  urges  the  adoption  of  the  re- 
port of  the  Committee  on  Necrology. 

Report  of  the  Committee  on  Public  Health  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  Committee  on  Public  Health. 
The  reference  committee  recommends  that  the 
House  of  Delegates  request  th  Council  to  re- 
view the  general  principles  of  federal  grants 
in  aid  to  the  State  Department  of  Health  for 
control  of  health  problems  which  are  not  of 
communicable  nature.  The  Reference  Com- 
mittee views  with  alarm  the  increased  accept- 
ance of  federal  grants  in  aid  to  the  State  De- 
partment of  Health  and  believes  that  many 
programs  of  its  health  department  could  be 
more  efficiently  handled  on  a state  and  district 
level  and  by  individual  physicians. 

Report  of  The  Sub-Committee  on  Cancer  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  Sub-Committee  on  cancer. 

Report  of  the  Sub-Committee  on  Tuberculosis  — 
The  Committee  recommends  the  adoption  of 
the  report  of  the  sub-committee  on  tuber- 
culosis. The  Committee  recommends  that  the 
problem  of  securing  an  Epidemiologist  be  re- 
ferred to  the  Council  for  further  study. 

Report  of  the  Sub-Committee  on  Maternal  & Child 

Welfare  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  sub-committee  on  maternal 
and  Child  Welfare. 

Report  of  the  Committee  on  Diabetes  — 

The  reference  committee  recommends  that  the 
last  paragraph  of  the  report  be  deleted.  The 
Committee  recommends  its  adoption  of  the  re- 
port of  the  Committee  on  Diabetes  as  amended. 

Report  of  the  Executive  Committee  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  Executive  Committee. 

Report  of  the  Committee  on  Mental  Health  — 

The  Committee  recommends  that  the  second 
sentence  of  the  first  paragraph  be  disapproved. 
The  committee  recommends  the  adoption  of 
the  report  of  the  Committee  on  Mental  Health 
as  amended. 

Report  of  the  Committee  on  Rheumatic  Fever  and 

Heart  Disease  — 

The  Committee  recommends  the  adoption  of 
the  report  of  the  Rheumatic  Fever  & Heart 
Disease  Committee. 

Report  of  the  Committee  on  Medical  Benevolence  — 
The  Committee  recommends  the  adoption  of 
the  report  of  the  Committee  on  Medical 
Benevolence. 

W.  A.  Geib,  M.D. 

Dean  Austin,  M.D. 

M.  R.  Gelber,  M.D. 


REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  REPORTS  OF  SPECIAL  COMMITTEES 
AND  MISCELLANEOUS  BUSINESS 

Report  of  Committee  on  Radio  Broadcast  — 

Report  from  various  areas  indicate  very  little 


use  of  this  valuable  means  of  communication. 
We  urge  that  the  districts  sponsor  the  local  re- 
lease of  American  Medical  Association  tran- 
scriptions. 

We  move  the  adoption  of  the  report  of  the  com- 
mittee. 

Report  of  the  Editorial  Committee  — 

This  report  makes  a plea  for  material  scientific 
and  otherwise  for  the  Journal.  This  committee 
urges  all  members  of  the  State  Association  to 
think  of  and  write  up  their  interesting  cases 
and  subjects  so  that  our  Journal  can  maintain 
its  present  high  standards. 

We  move  the  adoption  of  this  report. 

Report  of  the  Committee  on  Medical  Licensure  — 
Dates  of  meetings  listed  and  total  of  27  can- 
didates passed. 

We  move  the  adoption  of  this  report. 

Report  of  the  Committee  on  Veterans  Administra- 
tion and  Military  Affairs  — 

In  line  with  the  first  recommendation,  a va- 
cancy for  medical  member  of  the  State  Civil 
Defense  Committee  exists  since  the  departure 
of  Dr.  Slaughter.  In  addition  the  appointment 
of  a member  to  the  South  Dakota  Board  of 
Examiners  in  the  Basic  Sciences  has  not  as  yet 
been  made. 

We  move  that  the  President  in  behalf  of  the 
State  Association  urge  the  Governor  to  make 
these  appointments  from  the  names  submitted 
so  that  we  may  be  properly  represented  and 
that  the  medical  member  of  the  State  Civil 
Defense  Committee  report  annually  to  the 
House  of  Delegates  so  that  we  may  be  better 
informed  as  to  the  plans  for  our  services. 

This  committee  makes  no  recommendations 
regarding  refusal  to  sign  P-lO’s  for  veterans 
able  to  pay  for  non-service  connected  disibil- 
ities  and  ask  for  discussion  from  the  floor. 
Report  of  Committee  on  Prepayment  and  Insurance 
Plans  — 

The  Committee  recommends  that  necessary 
legislation  be  passed  by  the  State  Legislature 
to  protect  policy  holders  from  unscrupulius 
companies  in  as  much  as  our  state  laws  on  this 
subject  are  very  poor. 

We  move  that  this  portion  of  the  report  be 
referred  to  the  committee  on  Public  Policy 
and  Legislation  for  action  and  that  the  Com- 
mittee report  be  adopted  as  printed. 

Report  of  the  Committee  on  National  Legislation 
— no  report. 

Report  of  the  Committee  on  Rural  Medical 
Service  — 

Report  outlines  the  activities  of  the  committee 
and  urges  a continuation  of  the  preceptorship 
plan  of  the  medical  school  but  urges  that  Vet- 
eran’s Hospitals  be  dropped  from  the  plan  be- 
cause they  do  not  offer  the  student  a prospec- 
tive of  office  practice  and  general  practice 
needed  to  encourage  him  to  consider  general 
practice  in  a rural  community. 

The  committee  moves  the  adoption  of  this  re- 
port and  that  the  committee  on  Medical  School 
Affairs  be  instructed  to  present  the  above  ob- 
jection to  the  Dean  of  the  Medical  School. 
Report  of  the  Committee  on  Nursing  Training  — 

It  must  be  admitted  that  aside  from  the  pro- 
gram for  psychiatric  nursing  training  men- 
tioned in  this  report,  this  committee  is  totally 
confused  by  the  balance  of  the  report.  How 
about  the  good  old  days  when  a nurse  was  a 
nurse. 

We  move  the  adoption  of  this  report  and  that 
a copy  be  forwarded  to  the  State  Nurses  As- 
sociation. 

Report  of  the  Committee  on  Workmen’s  Compen- 
sation — 

Committee  recommends  an  increase  in  the 
$25.00  weekly  limitation  on  disability  benefits 
because  it  is  insufficient  to  support  a family. 
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We  move  the  adoption  of  this  report  and  that  it 
be  referred  to  the  Committee  on  Public  Policy 
and  Legislation  for  action. 

Report  of  the  Committee  on  Auditing  and  Appro- 
priations — 

This  Report  has  been  accepted  by  the  Council 
and  we  move  the  adoption  of  the  report. 
Report  of  the  Committee  on  Policy  and  Legisla- 
tion— 

Submits  a resolution  regarding  the  treatment 
of  veterans  with  non-service  connected  dis- 
abilities who  are  able  to  pay. 

We  move  the  adoption  of  this  resolution  and 
that  copies  be  sent  as  directed. 

We  move  Dr.  Mayer’s  recommendation  that  a spec- 
ial committee  of  three  members  be  appointed 
to  organize  plans  for  conducting  an  intensive 
campaign  of  personal  solicitation  of  every  phys- 
ician in  the  State  on  behalf  of  the  American 
Medical  Education  Foundation  and  the  South 
Dakota  Medical  School  Endowment  Fund. 

L.  C.  Askwig,  M.D. 

C.  J.  McDonald,  M.D. 


NOTE 

The  Executive-Secretary  discounted  his  Gul- 
lible’s Travels  column  in  the  Journal  with  the 
November  1951  issue.  In  lieu  of  that  column  he 
would  like  to  submit  the  following  as  a listing  of 
travels  and  meetings  attended  and  been  indulged 
in  since  that  time  in  October. 

October  25th — Pierre  District  meeting  at  St. 
Mary’s  Hospital  in  Pierre. 

October  27th — To  festivities  at  the  State  College 
Homecoming  in  Brookings. 

October  28th — meeting  of  the  executive  com- 
mittee. 

November  1st — Huron  District  Society  meeting 
at  Doctor  Buchanan’s  home. 

November  7th — Left  for  Chicago  to  attend  the 
Medical  Civil  Defense  meeting  which  lasted 
through  Saturday  the  10th. 

November  12th — Monday,  attended  the  Medical 
Journal  meeting  with  Doctor  Mayer  and  Dorothy 
Week  at  AMA  headquarters  and  returned  to  Sioux 
Falls  on  the  14th  of  November. 

November  29th — Attended  the  Minnehaha  County 
Mental  Health  dinner. 

December  4th — Sioux  Falls  District  meeting  at 
the  Cottage  in  Sioux  Falls. 

December  5th — Mental  Health  Association  board 
of  directors  in  Huron  and  the  Aberdeen  District 
Medical  Society  meeting  that  evening  in  Aberdeen. 

December  14th — Attended  a Hospital  Association 
meeting  in  Huron. 

December  19th — Met  with  Larry  Rember  and 
executive  committee  at  the  Marvin  Hughitt  Hotel 
in  Huron. 

January  8th — Met  with  the  executive-secretary 
of  the  Mental  Health  Association. 

January  9th — Met  with  the  medical  director  of 
the  Indian  Affairs  in  Sioux  Falls. 

January  11th — Tied  the  strings  on  a criminal  trial 
in  Huron. 

January  14th — Attended  a luncheon  honoring 
Bee  Baxter  of  Radio  Station  KSOO. 

January  15th — Met  with  the  Board  of  Medical 
Examiners  in  Sioux  Falls. 

January  16th — Attempted  to  go  to  the  Third 
District  Society  meeting  in  Arlington,  but  snow 
and  fog  prevented  us  from  making  the  trip. 

January  19th — Attended  the  Medical  School  Af- 
fairs committee  in  Huron. 

January  20th — Had  a conference  of  officers  and 
councillors  in  Huron  and  the  Council  meeting  that 


afternoon. 

January  29th— Met  with  the  Board  of  Medical 
Examiners. 

January  30th — Had  noon  luncheon  with  personnel 
committee  attempting  to  select  a psychiatrist  to  set 
up  the  Minnehaha  County  Mental  Health  Center. 

February  7th— As  a guest  of  Doctor  Price,  I 
spoke  to  the  Farmer’s  Commercial  Club. 

February  9th — Left  for  Chicago  to  attend  the 
meeting  on  Federated  Board  of  Medical  Licensure 
meeting  at  the  Palmer  House.  Returned  to  Sioux 
Falls  on  the  13th. 

February  14th — Met  with  the  Mental  Health  Per- 
sonnel committee  again. 

February  18th — Left  for  Pierre  to  meet  with  the 
health  committee  of  the  Interium  Legislative 
Council. 

February  27th — Left  for  Denver  for  the  AMA 
National  Rural  Health  Conference.  Returned  to 
Sioux  Falls  on  March  1st. 

March  3rd — Spoke  to  the  Garretson  Lions  Club. 

March  7th — Talked  to  a delegation  of  people  from 
Carthage  who  were  looking  for  a D.P.  Physician. 

March  13th — Attended  a meeting  of  the  Third 
District  Medical  Society  at  Madison. 

March  16th — Liason  committee  with  the  State 
Board  of  Health  meeting  in  Pierre. 

March  27th — Handled  a health  panel  at  the  rural 
life  education  convention  in  Sioux  Falls.  Also 
dashed  to  Pierre  for  a meeting  of  public  health 
committee  of  the  Interium  Research  Council. 

April  3rd — Attended  a House  Magazine  Institute 
at  Vermillion  and  on  the  4th  went  to  Lake  Norden 
to  set  up  a radio  program  featuring  a DP  physician. 

April  9th — Left  for  Rapid  City  to  attend  a meet- 
ing of  the  Black  Hills  District  Society  which  was 
held  in  Fort  Meade  on  the  10th.  Returned  to  Sioux 
Falls  on  the  11th. 

April  16th  thru  the  17th — Attended  the  American 
Heart  Association  meeting  in  Cleveland,  Ohio. 

April  23rd — Talked  to  the  Kiawanis  Club  of 
Mitchell  at  the  request  of  Doctor  Skogmo. 

April  27th — Met  with  the  committee  on  Military 
Affairs  at  the  Marvin  Hughitt  Hotel  in  Huron. 

May  5th — Met  the  Doctor  McCahan  of  the  AMA 
Industrial  Health  Staff.  Attended  a meeting  of 
the' Board  of  Directors  of  the  7th  District  Society  at 
McKennan  Hospital. 

May  6th — Attended  a meeting  of  the  7th  District 
Medical  Society. 

May  9th — Spoke  at  the  Town  Forum  at  Augus- 
tana  College. 

May  14th — Attended  the  banquet  on  Mental 
Health  at  the  YWCA  in  Sioux  Falls  and  from  the 
17th  thru  the  20th  was  tied  up  with  the  Annual 
Meeting. 

June  7th — Attended  the  AMA  meeting  in 
Chicago,  returning  to  Sioux  Falls  June  12th. 

June  17th— Spoke  to  the  Sertoma  Club  of  Sioux 
Falls  at  the  Cottage.  Made  a quick  trip  to  Belle 
Fourche  June  24th. 

July  14th — Left  for  the  Black  Hills  with  Doctor 
Cheney  and  Helen  Sundstrom  for  the  Board  of 
Examiners  meeting  which  carried  us  through  the 
17th. 

July  18th — Spoke  to  the  medical  students  at  the 
VA  Hospital. 

July  24th — Attended  the  Mental  Health  Board  of 
Directors  meeting  of  the  now  functioning  Minne- 
haha County  Mental  Health  Center. 

July  30th — Drove  to  Carthage  to  try  to  iron  out 
some  of  the  problems  there.  And  with  the  closing 
of  this  particular  column  for  this  issue,  I am  about 
to  leave  on  a short  vacation. 
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Alway,  J.  D.  Aberdeen 

Berbos,  J.  N.,  M.M.  Aberdeen 

Bloemendaal,  G.  J.  Ipswich 

*Brenckle,  J.  F.  Mellette 

*Bruner,  J.  E. Aberdeen 

Bunker,  Paul Aberdeen 

Calene,  J.  L.  Aberdeen 

Cooley,  F.  H. Aberdeen 

Currie,  K.  P.  Britton 

Damm,  W.  P.  Redfield 

Drissen,  E.  M.  Britton 

Eckrich,  J.  A. Aberdeen 

*Elward,  L.  R.  Doland 

Gelber,  M.  R. Aberdeen 

Gorder,  W.,  M.M.  Aberdeen 

Graff,  L.  W.  Britton 

Hagan,  A.  S Aberdeen 


Argabrite,  J.  W. Watertown 

Auskaps,  R. Lake  Norden 

Bartron,  H.  J.,  Sr Watertown 

Bartron.  H.  J.,  Jr.  Clark 

Bartron,  G.  R.  Watertown 

Brown,  H.  Russell  ....  Watertown 

Christianson,  A.  H.  Clark 

Clark,  C.  J.  Watertown 

*Crawford,  J.  H.,  Sr.  Watertown 
Crawford,  J.  H.,  Jr.  ..  Watertown 
Fedt,  D.  N.,  M.M. Watertown 


Austin,  D.  C.  Brookings 

Baughman,  D.  S.  Madison 

Baughman,  R.  C.  Madison 

Benjamin,  M.  B.  Flandreau 

Boyd,  F.  E.,  Jr.  Flandreau 

Davidson,  M.  Brookings 

Drobinsky,  M.  Estelline 

Friefeld,  S.  Brookings 

Gulbrandsen,  G.  H.  ....  Brookings 


Askwig,  L.  C.  Pierre 

Collins,  E.  H.  Gettysburg 

Cowan,  J.  T.  Pierre 

Gutch,  C.  F.  Nebraska 

Hura,  R Eagle  Butte 

Janis,  J.  B.  Hoven 

Martin,  H.  B.  Harrold 


Adams,  H.  P.  Huron 

Batt,  B.  B.  Woonsocket 

Buchanan,  R.  A Huron 

Burman,  Guy  De  Smet 

Carbonneau,  Y.  H.  Huron 

*Class,  F.  L.  Minnesota 

*Cogswell,  M.  E.  Wolsey 

Dean,  Roscoe Wess.  Springs 

Gryte,  C.  F Huron 


ABERDEEN 
DISTRICT  No.  1 

*Jackson,  E.  B.  Aberdeen 

*Keegan,  Agnes  Aberdeen 

King,  B.  F. Aberdeen 

King,  H.  I.  Aberdeen 

King,  Owen  Aberdeen 

McCarthy,  P.  V.  Aberdeen 

McIntosh,  G.  F.  Eureka 

Marvin,  T.  R.  Faulkton 

Martyn,  W.  E.  Aberdeen 

Mayer,  R.  G.  Aberdeen 

Miller,  A.  J.  Colorado 

Murdy,  B.  C.  Aberdeen 

Murdy,  Carson Aberdeen 

Murdy,  Robert Aberdeen 

Nelson,  L.  A.  Faulkton 

*Ohlmacher,  J.  C. Aberdeen 

Perry,  E.  J Redfield 

WATERTOWN 
DISTRICT  No.  2 

Fershing,  Jennings  Bryant 

*Hickman,  G.  L.  Bryant 

Huber,  R.  W Watertown 

Kenney,  H.  T. Watertown 

Kilgard,  R.  M.  Watertown 

Kooperman,  M.  Estilline 

Larsen,  M.  W. Watertown 

McIntyre,  P.  S.  Bradley 

Magee,  W.  G.  Watertown 

Maxwell,  R.  T.  Clear  Lake 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Henry,  R.  Brookings 

Hurewitz,  M.  Flandreau 

Kershner,  C.  M.  Brookings 

Kolp,  B.  A.  Volga 

Moyer,  L.  B.  Lake  Preston 

Muggly,  J.  A.  Madison 

Patt,  W.  H.  Brookings 

Peeke,  A.  P.  Volga 

Plowman,  E.  T.  Brookings 

PIERRE 

DISTRICT  No.  4 

Melin,  J.  R.  ....  Cheyenne  Agency 


Morrissey,  M.M.  Pierre 

Murphy,  J.  C.  Murdo 

Riggs,  T.  F Pierre 

Rimsa,  A. Onida 

*Robbins,  C.  E.  Pierre 

Salladay,  I.  R;  Pierre 

HURON 

DISTRICT  No.  5 

Hagin,J  . C.  Miller 

Hofer,  E.  A.  Huron 

Hohm,  Paul Huron 

Hohm,  T.  A Huron 

Jacoby,  Hans  Huron 

Leigh,  Fred  Huron 

Lenz,  B.  T.  Huron 

Pangburn,  M.  W. Miller 

Saxton,  W.  H Huron 


Pittenger,  E.  A.  Aberdeen 

Ranney,  T.  P.  Aberdeen 

Rodine,  John  Aberdeen 

Rosdahl,  C.  E.  Eureka 

Rosenberger,  H.  P.  ....  Aberdeen 

Rudolph,  E.  A.  Aberdeen 

Sanders,  M.  E.  Redfield 

Scallin,  P.  R.  Redfield 

Schuchardt,  I.  L.  Aberdeen 

Steele,  G.  H.  Aberdeen 

Vogele,  C.  L.  Aberdeen 

Waldorf,  C.  E.  Redfield 

*Weishaar,  C.  E.  Aberdeen 

*Whiteside,  J.  D.  Aberdeen 

Williams,  M.  F.  Conde 


Olson,  D.  Watertown 

Randall,  O.  S Watertown 

Reul,  T.  W.  Watertown 

Rousseau,  M.  C. Watertown 

*Schieb,  A.  P Watertown 

Schmidt,  Mary Watertown 

Stoltz,  C.  R.  Watertown 

Stransky,  John,  M.M.  Watertown 

Walters,  S.  J.  Watertown 

Willen,  Abner Clark 


Roberts,  Jr.,  C.  S.  ..  Lake  Preston 

Scheller,  D.  L.  Arlington 

Tank,  Myron  C.  Brookings 

Watson,  E.  S.  Brookings 

Westaby,  J.  R.  Madison 

Whitson,  G.  E. Madison 

Wold,  H.  R Madison 


Simon,  S.  Pierre 

Sundet,  N.  J. Kadoka 

Swanson,  C.  L.  Pierre 

Takeyamo,  G.  Y. 

Cheyenne  Agency 

Tesar,  C.  Pierre 

Van  Heuvelen,  G.  J.  Pierre 


Saylor,  H.  L.,  Jr. Huron 

*Saylor,  H.  L.  Huron 

Tschetter,  Joseph Huron 

Tschetter,  J.  S.  Huron 

Tschetter,  Paul  Huron 

*Wood,  T.  J Huron 

*Wright,  O.  R. Huron 
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MITCHELL 
DISTRICT  No.  6 


Auld,  C.  V.  Plankinton 

Binder,  C.  F.  Chamberlain 

Bobb,  E.  C.  Mitchell 

*Bobb,  C.  S.  Mitchell 

Bollinger,  W.  - Parkston 

Delaney,  R.  J Mitchell 

Delaney,  W.  A.,  Sr. Mitchell 

Delaney,  W.  A.,  Jr. Mitchell 

Dick,  L.  C. Spencer 

Fritz,  W.  H.  Mitchell 

Gillis,  F.  Daniels  - Mitchell 


Akland,  L.  R. Sioux  Falls 

Anderson,  W Sioux  Falls 

Aspaas,  P.  K Dell  Rapids 

Arneson,  W.  A. Sioux  Falls 

Billingsley,  P.  R Sioux  Falls 

*Billion,  T.  J. Sioux  Falls 

Billion,  T.  J.,  Jr. Sioux  Falls 

Breit,  D.  H.  Sioux  Falls 

Burns,  E.  A Sioux  Falls 

Carney,  Myrtle  Kansas 

Chalmers,  J.  H. Sioux  Falls 

Clark,  J.  C.  Sioux  Falls 

Cottam,  G.  I.  W. Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Dehli,  H.  M. Colton 

Dickinson,  J.  H Canistota 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E. Sioux  Falls 

Driver,  D.  R.  Sioux  Falls 

Duimstra,  Fred Sioux  Falls 

Dulaney,  C.  H.  Canton 

Eggers,  M.  W. Sioux  Falls 

Eirinberg,  I.  D Sioux  Falls 

Eneboe,  E.  E.  Alcester 

Erickson,  E.  G.  Sioux  Falls 

Farrell,  H.  W.  Sioux  Falls 

Fiske,  R.  R.  Flandreau 

*Gage,  E.  E.  Sioux  Falls 

Green,  C.  D.  Parker 

Green,  R.  D.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J B.  Sioux  Falls 

Groebner,  O.  A Sioux  Falls 


Abts,  F.  J.  Yankton 

Andre,  H.  C Vermillion 

Auld,  M.  A Yankton 

Baum,  O.  Yankton 

*Beall,  L.  F.  Irene 

*Blezek,  F.  M. Neb. 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Flynn,  Eugene Pickstown 

Foley,  R.  J.  Tyndall 

Forster,  K. Tyndall 

Glood,  D. Viborg 

Haas,  F.  W Yankton 

Hanson,  H.  F.  Vermillion 

Hill,  J.  F.  Yankton 


Bailey,  J.  D.  Rapid  City 

Bailey,  S.  G.  Hot  Springs 

Baker,  C.  Belle  Fourche 

Behrens,  C.  L. Rapid  City 


Gillis,  Floyd  D.,  Jr. Mitchell 

Graham,  H Chamberlain 

Holland,  L.  W. Chamberlain 

*Keene,  F.  F.  Wes.  Springs 

Lewis,  H.  R.  Mitchell 

Lloyd,  J.  H.  Mitchell 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

Moran,  C.  S.  Mitchell 

Murphy,  J.  T Mitchell 

Nelimark,  D.  R.  Mitchell 

SIOUX  FALLS 

DISTRICT  No.  7 

Grove,  A.  F.  Dell  Rapids 

Grove,  M S.  Sioux  Falls 

Hage.  W.  J Sioux  Falls 

Harris,  M.  A.  Sioux  Falls 

Hermanson,  J.  M. 

Valley  Springs 

Hieb,  W.  E Marion 

Hofer,  E.  J.  Freeman 

Hoskins,  J.  H. Sioux  Falls 

*Hummer,  H.  R.  ....  Sioux  Falls 

Hyden,  Anton Sioux  Falls 

Ihle,  C.  W Sioux  Falls 

Johnson,  J.  E.  Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kaemerle,  H.  K.  ..  North  Dakota 

Keller,  S.  A.  Sioux  Falls 

Kemper,  C.  E.  Viborg 

Kilness,  A.  Sioux  Falls 

King,  Lyndon,  Jr. Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Kittleson,  J.  A.  Sioux  Falls 

Kohlmeyer,  F.  C.  ....  Sioux  Falls 

Lamb,  Hazel  Sioux  Falls 

Lanam,  M.  O.  Sioux  Falls 

Larson,  C.  S.  Sioux  Falls 

Leraan,  L.  G Sioux  Falls 

Lietzke,  E.  T. Beresford 

Lindquist,  R.  H.,  M.M.  ..  Canova 

Logan,  R.  W.  Sioux  Falls 

Low,  L.  R Lennox 

McDonald,  C.  J.  Sioux  Falls 

McGreevey,  E.  J.  ....  Sioux  Falls 

McGreevey,  J.  V.  ....  Sioux  Falls 

Manning,  D.  H.  Sioux  Falls 

Maresh,  E.  R. Sioux  Falls 

Mitchell,  C.  B.  Sioux  Falls 

YANKTON 

DISTRICT  No.  8 

*Hohf,  J.  A Yankton 

*Hohf,  S.  M Yankton 

Honke,  R.  W Wagner 

Hubner,  R.  F.  Yankton 

Johnson,  C.  F. Yankton 

Jordan,  G.  T Vermillion 

* Joyce,  E Hurley 

*Kalayjian,  D.  S.  Parker 

Kalda,  E.  F.  Platte 

*Kaufman,  I.  I.  Freeman 

Kaufman,  L.  V.  Freeman 

Klima,  Herman  Yankton 

Liebert,  M.  Yankton 

Livingston,  R.  F.  Yankton 

McVay,  C.  B.  Yankton 

BLACK  HILLS 

DISTRICT  No.  9 

Berkman,  D.  S Rapid  City 

Borgmeyer,  H.  J.  Rapid  City 

Bray,  R.  B.  Rapid  City 

*Brock,  E.  H.  Texas 


Price,  Mary  Armour 

Price,  Ronald Armour 

Rieb,  W.  G. Parkston 

Saylor,  Jerome Howard 

Shaw,  M.  R. Tripp 

Skogmo,  B.  R.  Mitchell 

*Stegeman,  S.  B.  ^ Salem 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W. Mitchell 

Vonburg,  V.  R.  Mitchell 

Welbes,  M.  A.  Bridgewater 


Myrabo,  A.  K.  Sioux  Falls 

Nelson,  J.  A.  Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 

Ogborn,  R.  J.  Sioux  Falls 

Opheim,  W.  L.  Sioux  FaUs 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L.  Canton 

*Pascuzzi,  C.  A.,  M.M. 

Sioux  Falls 

Peik,  D.  J.  Sioux  Falls 

Pekelis,  F.  California 

Pullman,  N.  K.  Sioux  Falls 

Quinn,  R.  H.  Sioux  Falls 

Rayburn,  F.  W.  Sioux  Falls 

Reagan,  P.  C. Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Rich,  E.  L.  Sioux  Falls 

Sercl,  William  Sioux  Falls 

Shreves,  Howard  ....  Sioux  Falls 

Stahmann,  F.  S.  Sioux  Falls 

Stern,  C.  A.  Sioux  Falls 

Stevens,  G.  A.  Sioux  Falls 

Suckow,  E.  E.  Garretson 

Unruh,  B.  H.  Sioux  Falls 

Vandemark,  G.  E.  ....  Sioux  Falls 
Vandemark,  R.  E.  ....  Sioux  Falls 
Vandemark,  W.  E.  ....  Sioux  Falls 

Van  Lier,  P.  C.  Sioux  Falls 

Volin,  H.  P.  Lennox 

Volin,  V.  V.  Sioux  Falls 

Wessman,  N.  E. Sioux  Falls 

Zellhofer,  H.  W.  K.,  M.M. 

Sioux  Falls 

Zimmerman,  Goldie  E. 

Sioux  Falls 


Monk,  R.  Yankton 

Ranney,  Brooks  Yankton 

Reding,  A.  P.  Marion 

Sattler,  T.  H.  Yankton 

Scales,  A.  B.  Pickstown 

Schwartz,  E.  R.  Wakonda 

Smith,  A.  J. Yankton 

Stansbury,  E.  M. Vermillion 

Steele,  J.  P.  Yankton 

Thompson,  W.  Vermillion 

Tidd,  J.  T. Yankton 

Williams,  D.  B.  Yankton 

Willcockson,  T.  H.  Yankton 


Brownell,  M.  E.  Rapid  City 

Butler,  J.  M.  Hot  Springs 

Byrne,  J.  R Edgemont 

Chassell,  J.  L.  ....  Belle  Fourche 
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Clark,  B.  S Spearfish 

Clark,  C.  A Lead 

Crane,  Harold  California 

D’Arata,  E.  J.  New  Underwood 

Davidson,  H.  E.  Lead 

Davis,  J.  H.  Belle  Fourche 

Dawley,  W.  A. Rapid  City 

Dillion,  J.  A.,  M.M.  __  Rapid  City 

Erickson,  J.  W Rapid  City 

Feehan,  J.  J.  Rapid  City 

Fleeger,  R.  B.  Lead 

Gacusana,  J.  M.  Hot  Springs 

Geib,  Wayne  Rapid  City 

Grau,  H.  J.  Rapid  City 

Hamm,  J.  N.  Sturgis 

Hare,  Helen  J. Rapid  City 

Hare,  Lyle  Spearfish 

*Heineman,  A.A.  Wasta 

Howe,  F.  S.  Deadwood 

Holleman,  W.  W.  Rapid  City 

*Jackson,  A.  S.  Lead 

* Jackson,  R.  J.  Rapid  City 

Jernstrom,  Roy  E Rapid  City 

Johnson,  C.  A.  Belle  Fourche 

Jones,  W.  E. Surgis 


Hayes,  R.  H.  Winner 

Latstigala,  P.  White  River 


*George,  W.  A.  Selby 

Jestadt,  J.  Lemmon 

Lowe,  C.  E Mobridge 

Lowe,  J.  A.  Mobridge 


Kaisch,  K.  R Phillip 

Kegaries,  D.  L.  Rapid  City 

Kobza,  V.  V.  Rapid  City 

Koran,  P.  H Rapid  City 

Lamport,  A.  A.  Rapid  City 

Lemley,  R.  E Rapid  City 

Lindeman,  G.  Belle  Fourche 

Mattox,  N.  E.  Deadwood 

McCroskey,  R.  C.  ....  Rapid  City 

McKnight,  H Rapid  City 

Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L. Sanator 

*Miller,  G.  H.  Spearfish 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F. Hot  Springs 

Namminga,  S.  A.  ....  Fort  Meade 

Neisuis,  F Lead 

*Neves,  C.  A Hot  Springs 

Newby,  H.  D.  Rapid  City 

Olson,  W.  E.  Ft.  Meade 

Olsson,  G.  Rapid  City 

Orvedahl,  F.  W.  Hot  Springs 

*Owen,  N.  T.  Rapid  City 

O’Toole,  T.  Rapid  City 

Paulson,  G.  S. Rapid  City 


ROSEBUD 
DISTRICT  No.  10 

Mannion,  J.  E.  Gregory 

Quinn,  R.  J.  Burke 


NORTHWEST 
DISTRICT  No.  11 

Nolan,  B.  P.  Mobridge 

Spiry,  A.  W Mobridge 

Steiner,  P.  K.  Lemmon 

Torkildson,  G.  C. McLaughlin 


Pemberton,  M.  O.  Deadwood 

Petsch,  K.  R Hot  Springs 

Radusch,  F.  J. Rapid  City 

Riner,  H.  L.  Michigan 

Roper,  C.  E.  Hot  Springs 

Rudd,  E.  T Rapid  City 

Sackett,  R.  F.  St.  Paul 

Saxton,  A.  J.  Rapid  City 

Sebring,  F.  U. Martin 

Semones,  A Lead 

Sherrill,  S.  F. Belle  Fourche 

Smiley,  J.  C Deadwood 

Soe,  C.  A.  Lead 

Spain,  M.  L.  Rapid  City 

* Stewart,  J.  L.  Spearfish 

Stewart,  N.  W.  Lead 

*Townsend,  L.  J. 

Belle  Fourche 

Westaby,  R.  S.  Martin 

White,  W.  W.  Faith 

Williams,  F.  R.  Rapid  City 

Wood,  G.  F.  Rapid  City 

Yackley,  J.  V Rapid  City 


Studenberg,  J.  E Winner 

Wilson,  R.  W. Burke 


Totten,  F.  C.  : Lemmon 

Zandersons,  Vilis Herried 

Zeidaks,  O Isabel 


Brauer,  H.  H Sisseton 

Dawson,  L.  D.  Minnesota 

Gregory,  D.  A.  Milbank 

*Hawkins,  A.  P.  Waubay 


WHETSTONE 
DISTRICT  No.  12 

*Jacotel,  J.  A.  Milbank 

Johnson,  E.  A.  Milbank 

Judge,  W.  T Milbank 

Karlins,  W.  H.  Webster 


Lovering,  Joseph  Webster 

Peabody,  J.  D.,  Jr.  Sisseton 

Pfister,  F.  F.  Webster 


*Indicates  Honorary  Member 


M.M.  Indicates  Military  Member 


Roster— South  Dakota  Medical  Association— 1952 


Akland,  L.  R. Sioux  Falls 

Abts,  F.  J. Yankton 

Adams,  H.  P. Huron 

Alway,  J.  D.  Aberdeen 

Anderson,  W.  Sioux  Falls 

Andre,  H.  C. Vermillion 

Argabrite,  J.  W Watertown 

Arneson,  W.  A.  Sioux  Falls 

Askwig,  L.  C. Pierre 

Aspaas,  P.  K. Dell  Rapids 

Auld,  C.  V.  Plankinton 

Auld,  M.  A.  Yankton 

Auskaps,  R. Lake  Norden 

Austin,  D.  C. Brookings 

Bailey,  J.  D.  Rapid  City 

Bailey,  S.  G.  Hot  Springs 

Baker,  C.  Belle  Fourche 

Bartron,  G.  R. Watertown 

Bartron,  H.  J.,  Sr.  ....  Watertown 

Bartron,  H.  J.,  Jr.  Clark 

Batt,  B Woonsocket 

Baughman,  D.  S.  Madison 

Baughman,  R.  C. Madison 

Baum,  Otto  Yankton 

*Beall,  L.  F. Irene 


Behrens,  C.  L. Rapid  City 

Benjamin,  M.  B.  Flandreau 

Berbos,  J.  N.,  M.M.  ....  Aberdeen 

Berkman,  D.  S Rapid  City 

Billingsley,  P.  R Sioux  Fails 

*Billion,  T.  J.  Sioux  Falls 

Billion,  T.  J.,  Jr.  ....  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

*Blezek,  F.  M.  Nebraska 

Bloemendaal,  G.  J Ipswich 

Bobb,  E.  C Mitchell 

*Bobb,  C.  S.  Mitchell 

Bollinger,  W.  F.  Parkston 

Borgmeyer,  H.  J.  ....  Rapid  City 

Boyd,  F.  E.  Flandreau 

Brauer,  H.  H. Sisseton 

Bray,  R.  B Rapid  City 

Breit,  D.  H.  Sioux  Falls 

*Brenckle,  J.  F.  Mellette 

*Brock,  Ernest Texas 

Brown,  H.  Russell  ....  Watertown 

Brownell,  M.  E.  Rapid  City 

*Bruner,  J.  E.  Aberdeen 

Buchanan,  R.  A. Huron 

Bunker,  P.  G.  Aberdeen 


Burman,  G.  E De  Smet 

Burns,  E.  A.  Sioux  Falls 

Butler,  J.  M. Hot  Springs 

Byrne,  J.  R.  Edgemont 

Calene,  J.  L.  Aberdeen 

Carney,  Myrtle  Kansas 

Chalmers,  J.  H Sioux  Falls 

Charbonneau,  Y.  H.  Huron 

Chassell,  J.  L Belle  Fourche 

Christianson,  A.  H Clark 

Clark,  B.  S.  Spearfish 

Clark,  C.  A. Lead 

Clark,  C.  J.  Watertown 

Clark,  J.  C.  Sioux  Falls 

*Class,  F.  L Minnesota 

♦Cogswell,  M.  E Wolsey 

Collins,  E.  H.  Gettysburg 

Cooley,  F.  H.  Aberdeen 

Cottam,  G.  I.  W.  ....  Sioux  Falls 

Cowan,  J.  T. Pierre 

Crane,  H.  California 

♦Crawford,  J.  H.  ....  Watertown 
Crawford,  J.  H.,  Jr  ..  Watertown 

Currie,  K.  P.  Britton 

Cutshall,  V.  H. Sioux  Falls 
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Damm,  W.  P.  Redfield 

D’Arata,  E.  J.  New  Underwood 

Davidson.  H.  E.  Lead 

Davidson,  M.  Brookings 

Davis,  J.  H.  BelleFourche 

Dawley,  W.  A Rapid  City 

Dawson,  L.  D Minnesota 

Dean,  Roscoe Wess.  Springs 

Dehli,  H.  M. Colton 

Delaney,  R.  J.  Mitchell 

Delaney,  W.  A Mitchell 

Delaney,  W.  A.,  Jr.  Mitchell 

Dick,  L.  C. Spencer 

Dickinson,  John  Canistota 

Dillon,  J.  A.,  M.M Rapid  City 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

Donahoe,  S.  A.  Sioux  Falls 

Donahoe,  W.  E. Sioux  Falls 

Drissen,  E.  M.  Britton 

Driver,  D.  R.  Sioux  Falls 

Drobinsky,  M Estelline 

Duimstra,  Fred Sioux  Falls 

Dulaney,  C.  H.  Canton 

Eckrich,  J.  A.  Aberdeen 

Eggers,  M.  W. Sioux  Falls 

Eirinburg,  I.  D.  Sioux  Falls 

*Elward,  L.  R.  Doland 

Eneboe,  E.  M.  Alcester 

Erickson,  E.  G Sioux  Falls 

Erickson,  J.  W.  Rapid  City 

Eyres,  T.  E.  Vermillion 

Fairbanks,  W.  H.  Vermillion 

Farrell,  H.  W. Sioux  Falls 

Fedt,  D.  N.,  M.M.  ....  Watertown 

Feehan,  J.  J.  Rapid  City 

Fershing,  Jennings  Bryant 

Fiske,  R.  R.  Flandreau 

Fleeger,  R.  B. Lead 

Flynn,  E.  Pickstown 

Foley,  R.  J.  Tyndall 

Forster,  K. Tyndall 

Friefeld,  S.  Brookings 

Fritz,  W.  H.  Mitchell 

Gacusana,  J.  M.  Hot  Springs 

*Gage,  E.  E.  Sioux  Falls 

Geib,  W.  A.  Rapid  City 

Gelber,  M.  R. Aberdeen 

* George,  W.  A Selby 

Gillis,  F.  D.  Mitchell 

Gillis,  F.  D.,  Jr.  Mitchell 

Glood,  D.  Viborg 

Gorder,  W.,  M.M.  Aberdeen 

Graham,  H.  Chamberlain 

Graff,  L.  W.  Britton 

Grau,  H.  J.  Rapid  City 

Green,  C.  D Parker 

Green,  R.  D.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Greenough,  E.  E.  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gregory,  D.  A.  Milbank 

Groebner,  O.  A. Sioux  Falls 

Grove,  A.  F.  Dell  Rapids 

Grove,  M.  S Sioux  Falls 

Gryte,  C.  F.  Huron 

Gulbrandsen,  G.  H.  ....  Brookings 

Gutch,  C.  F.  Nebraska 

Haas,  F.  W.  Yankton 

Hagan,  A.  S Aberdeen 

Hage,  W.  J. Sioux  Falls 

Hagin,  J.  C.  Miller 

Hamm,  J.  N Sturgis 

Hansen,  H.  F.  Vermillion 

Hare,  Helen  Jane  Rapid  City 

Hare,  Lyle  Spearfish 

Harris,  M.  A Sioux  Falls 

*Hawkins,  A.  P.  Waubay 

Hayes,  R.  H.  Winner 

*Heineman,  A.  A.  Wasta 

Henry,  R.  B Brookings 


Hermanson,  J.  M. 

Valley  Springs 

*Hickman,  G.  L.  Bryant 

Hieb,  W.  E.  Marion 

Hill,  J.  F.  Yankton 

Hofer,  E.  A.  Huron 

Hofer,  E.  J.  Freeman 

*Hohf,  J.  A Yankton 

*Hohf,  S.  M Yankton 

Hohm,  P.  H.  Huron 

Hohm,  T.  A.  Huron 

Holland,  L.  W.  Chamberlain 

Holleman,  W.  W.  Rapid  City 

Honke,  R.  W. Wagner 

Hoskins,  J.  H. Sioux  Falls 

Howe,  F.  S.  Deadwood 

Huber,  R.  W Watertown 

Hubner,  R.  F.  Yankton 

*Hummer,  H.  R.  Sioux  Falls 

Hura,  R.  Eagle  Butte 

Hurewitz,  M.  Flandreau 

Hyden,  Anton  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

*Jackson,  A.  S.  Lead 

*Jackson,  E.  B.  Aberdeen 

*Jackson,  R.  J.  Rapid  City 

Jacoby,  Hans Huron 

*Jacotel,  S.  A.  Milbank 

Janis,  J.  B.  Hoven 

Jernstrom,  Roy  E.  ....  Rapid  City 

Jestadt,  J.  Lemmon 

Johnson,  C.  A.  ....  Belle  Fourche 

Johnson,  E.  A Milbank 

Johnson,  C.  F.  Yankton 

Johnson,  J.  E Sioux  Falls 

Jones,  W.  E.  Sturgis 

Jones,  W.  L.  Sioux  Falls 

Jordan,  G.  T.  Vermillion 

*Joyce,  E.  Hurley 

Judge,  W.  T. Milbank 

Kaemerle,  H.  K.  ..  North  Dakota 

Kaisch,  K.  R Phillip 

*Kalayjian,  D.  S.  Parker 

Kalda,  E.  F.  Mobridge 

Karlins,  W.  H.  Webster 

*Kaufman,  I.  I.  Freeman 

Kaufman,  L.  V.  Freeman 

*Keene,  F.  F. Wess.  Springs 

*Keegan,  A.  Aberdeen 

Kegaries,  D.  L.  Rapid  City 

Keller,  S.  A.  Sioux  Falls 

Kemper,  C.  E.  Viborg 

Kenney,  H.  T.  Watertown 

Kershner,  C.  M.  Brookings 

Kilgard,  R.  M.  Watertown 

Kilness,  A.  Sioux  Falls 

King,  B.  F.  Aberdeen 

King,  L.  Sioux  Falls 

King,  H.  I.  Aberdeen 

King,  Owen  Aberdeen 

Kittelson,  H.  O.  Sioux  Falls 

Kittelson,  J.  A.  Sioux  Falls 

Klima,  H.  M Yankton 

Kobza,  V.  V Rapid  City 

Kohlmeyer,  F.  C.  ....  Sioux  Falls 

Kolp,  B.  A.  Volga 

Kooperman,  M Estelline 

Koren,  P.  H.  Rapid  City 

Lamb,  H.  H.  Sioux  Falls 

Lamport,  A.  A Rapid  City 

Lanam,  M.  O.  Sioux  Falls 

Larsen,  M.  W.  Watertown 

Larson,  C.  S.  Sioux  Falls 

Latstigala,  P.  White  River 

Leigh,  F.  D.  Huron 

Lemley,  R.  E Rapid  City 

Lenz,  B.  T.  Huron 

Leraan,  L.  G.  Sioux  Falls 

Lewis,  H.  R.  Mitchell 

Liebert,  M Yankton 

Lietzke,  E.  T. Beresford 


Lindeman,  G Belle  Fourche 

Lindquist,  R.  H.,  M.M.  ..  Canova 

Livingston,  R.  F Yankton 

Lloyd,  J.  H.  Mitchell 

Logan,  R.  W Sioux  Falls 

Lovering,  J.  Webster 

Low,  L.  R.  Lennox 

Lowe,  C.  E. Mobridge 

Lowe,  J.  A Mobridge 

Mabee,  D.  R.  Mitchell 

Mabee,  O.  J.  Mitchell 

Magee,  W.  G Watertown 

Manning,  D.  H.  Sioux  Falls 

Mannion,  J.  E.  Gregory 

Maresh,  E.  R Sioux  Falls 

Martin,  H.  B.  Harrold 

Martyn,  W.  E.  Aberdeen 

Marvin,  T.  R.  Faulkton 

Mattox,  N.  E. Deadwood 

Maxwell,  R. Clear  Lake 

Mayer,  R.  G.  Aberdeen 

McCarthy,  P.  V.  Aberdeen 

McCroskey,  R.  Rapid  City 

McDonald,  C.  J. Sioux  Falls 

McGreevy,  E.  J. Sioux  Falls 

McGreevy,  J.  V. Sioux  Falls 

McIntosh,  G.  F.  Eureka 

McIntyre,  P.  S Bradley 

McKnight,  A.  Rapid  City 

McVay,  C.  B.  Yankton 

Melin,  J.  R.  ....  Cheyenne  Agency 
Merryman,  M.  P.  Rapid  City 

Meyer,  W.  L.  Sanator 

Miller,  A.  J.  Colorado 

*Miller,  G.  H.  Spearfish 

Mitchell,  C.  B.  Sioux  Falls 

Monk,  R.  Yankton 

Moran,  C.  S. Mitchell 

Morrissey,  M.  M Pierre 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F.  Hot  Springs 

Moyer,  L.  B.  Lake  Preston 

Muggly,  J.  A.  Madison 

Murdy,  B.  C.  Aberdeen 

Murdy,  C.  B.  Aberdeen 

Murdy,  R.  C.  Aberdeen 

Murphy,  J.  C.  Murdo 

Murphy,  J.  T Mitchell 

Myrabo,  A.  K.  Sioux  Falls 

Namminga,  S.  A.  Fort  Meade 

Nelimark,  D.  R.  Mitchell 

Neisius,  F.  Lead 

Nelson,  L.  A.  Faulkton 

Nelson,  J.  A.  Sioux  Falls 

*Neves,  C.  A. Hot  Springs 

Newby,  H.  D.  Hot  Springs 

Nilsson,  F.  C.  Sioux  Falls 

Nolan,  B.  P Mobridge 

Ogborn,  R.  J.  Sioux  Falls 

*Ohlmacher,  J.  C. Aberdeen 

Olson,  D.  Watertown 

Olson,  W.  E Ft.  Meade 

Olsson,  G Rapid  City 

Opheim,  W.  L Sioux  Falls 

Orvedahl,  F.  W Hot  Springs 

O’Toole,  'T.  F.  Rapid  City 

*Owen,  N.  T.  Rapid  City 

Pangburn,  M.  W. Miller 

Pankow,  L.  J. Sioux  Falls 

Parke,  L.  L.  Canton 

Pascuzzi,  C.  A.,  M.M.  Sioux  Falls 

Patt,  W.  H Brookings 

Paulson,  G.  S. Rapid  City 

Peabody,  P.  D.,  Jr Webster 

Peeke,  A.  P.  Volga 

Peik,  D.  J Sioux  Falls 

Pekelis,  E.  California 

Pemberton,  M.  O.  ....  Rapid  City 

Perry,  E.  J.  Redfield 

Petsch,  K.  R. Hot  Springs 

Pfister  F.  F.  Webster 
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Pittenger,  E.  A Aberdeen 

Plowman,  E.  T.  Brookings 

Price,  Mary Armour 

Price,  Arnold  Armour 

Pullman,  N.  Sioux  Falls 

Quinn,  R.  H.  Sioux  Falls 

Quinn,  R.  J.  Burke 

Radusch,  F.  J. Rapid  City 

Randall,  O.  S.  Watertown 

Ranney,  B.  Yankton 

Ranney,  T.  P. Aberdeen 

Rayburn,  F.  W.  Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Reagan,  P.  C.  Sioux  Falls 

Reding,  A.  P Marion 

Reul,  T.  W.  Watertown 

Rich,  E.  L. Sioux  Falls 

Rieb,  W.  G. Parkston 

Riggs,  T.  F. Pierre 

Rimsa,  A.  Onida 

Riner,  H.  L.  Michigan 

*Robbins,  C.  E Pierre 

Robert,  Jr.,  C.  S.  - Lake  Preston 

Rodine,  J.  C.  Aberdeen 

Roper,  C.  E.  Hot  Springs 

Rosdahl,  C.  E.  Eureka 

Rosenberger,  H.  P.  Aberdeen 

Rousseau,  M.  C.  Watertown 

Rudolph,  E.  A.  Aberdeen 

Rudd,  E.  T.  Rapid  City 

Sackett,  R.  F. St.  Paul 

Salladay,  I.  R.  Pierre 

Sanders,  M.  E.  Redfield 

Sattler,  T.  H.  Yankton 

Saxton,  A.  J.  Rapid  City 

Saxton,  W.  H.  Huron 

* Saylor,  H.  L.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Saylor,  Jerome  Howard 

Scales,  A.  B Pickstown 

Scallin,  P.  R.  Redfield 

*Scheib,  A.  P. Watertown 

Scheller,  D.  L.  Arlington 


Schmidt,  M.  A.  Watertown 

Schuchardt,  I.  L.  Aberdeen 

Schwartz,  E.  R. Wakonda 

Sebring,  F.  U. Martin 

Semones,  A.  — Lead 

Sercl,  W.  F.  Sioux  Falls 

Shaw,  M.  R Tripp 

Sherrill,  S.  F. Belle  Fourche 

Shreves,  H.  Sioux  Falls 

Simon,  S.  Pierre 

Skogmo,  B.  R.  Mitchell 

Smiley,  J.  C Deadwood 

Smith,  A.  J Yankton 

Soe,  C.  A.  Lead 

Spain,  M.  L.  Rapid  City 

Spiry,  A.  W.  Mobridge 

Stahmann,  F.  S. Sioux  Falls 

Stansbury,  E.  M. Vermillion 

Steele,  G.  H.  Aberdeen 

Steele,  J.  P.  Yankton 

*Stegeman,  S.  B Salem 

Steiner,  Peter  Lemmon 

Stern,  C.  A.  Sioux  Falls 

Stevens,  G.  A.  Sioux  Falls 

* Stewart,  J.  L.  Spearfish 

Stewart,  N.  W.  Lead 

Stoltz,  C.  R. Watertown 

Stransky,  J.,  M.M Watertown 

Studenberg,  J.  E.  Winner 

Suckow,  E.  E.  Garretson 

Sundet,  N.  J.  Kadoka 

Swanson,  C.  L. Pierre 

Takeyamo,  G.  Y. 

Cheyenne  Agency 

Tank,  M.  C.  Brookings 

Tesar,  C.  Pierre 

Thompson,  W Vermillion 

Tidd,  J.  T. Yankton 

Tobin,  F.  J Mitchell 

Tobin,  L.  W Mitchell 

Torkildson,  G.  C.  ....  McLaughlin 
Totten,  F.  C.  Lemmon 


*Townsend,  L.  J. 

Belle  Fourche 

Tschetter,  Joseph  Huron 

Tschetter,  J.  S.  Huron 

Tschetter,  P.  S Huron 

Unruh,  B.  H.  Sioux  Falls 

Vandemark,  G.  E. Sioux  Falls 

Vandemark,  R.  E.  ....  Sioux  Falls 
Vandemark,  W.  E.  ....  Sioux  Falls 

Van  Heuvelen,  G.  J.  Pierre 

Van  Lier,  P.  C.  Sioux  Falls 

Vogele,  C.  L Aberdeen 

Volin,  H.  P.  Lennox 

Volin,  V.  V. Sioux  Falls 

Vonburg,  V.  R Mitchell 

Waldorf,  C.  E.  Redfield 

Walters,  S.  J.  Watertown 

Watson,  E.  S.  Brookings 

♦Weishaar,  C.  E.  Aberdeen 

Welbes,  M.  A.  Bridgewater 

Wessman,  N.  E Sioux  Falls 

Westaby,  J.  R Madison 

Westaby,  R.  S.  Martin 

White,  W.  W Faith 

*Whiteside,  J.  D.  Aberdeen 

Whitson,  G.  E. Madison 

Willcockson,  T.  H Yankton 

Willen,  Abner  Clark 

Williams,  D.  B.  Yankton 

Williams,  F.  R.  Rapid  City 

Williams,  M.  F Conde 

Wilson,  R.  W.  Burke 

*Wood,  G.  F Rapid  City 

Wood,  T.  J.  Huron 

Wood,  G.  F Rapid  City 

*Wright,  O.  R Huron 

Yackley,  J.  B.  Rapid  City 

Zandersons,  Vilis  Herried 

Zeidaks,  O.  Isabel 

Zellhofer,  H.  W.  K.,  M.M. 

Sioux  Falls 

Zimmerman,  Goldie  E. 

Sioux  Falls 
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THE  OBLIGATION  OF  INDIVIDUAL 
RESPONSIBILITY 

As  the  time  for  a new  school  year  ap- 
proaches, it  may  not  be  amiss  to  call  attention 
to  the  need  for  emphasizing  the  responsibility 
which  physicians  and  nurses  must  assume  for 
the  welfare  of  their  patient.  As  students  en- 
roll in  medical  schools  and  schools  of  nursing, 
all  of  us  who  have  contact  with  them  should 
try  to  impress  them  with  this  sense  of  respon- 
sibility. At  times  it  appears  to  be  woefully 
lacking. 

Faithfulness  in  following  specific  orders 
and  accuracy  in  attention  to  details  is  highly 
important  in  caring  for  the  sick.  Students  of 
medicine  and  nursing  should  be  continually 
instructed  in  their  obligations  and  respon- 
sibilities. In  these  days  when  so  many  potent 
drugs  are  given  by  injection  intramuscularly 
or  intravenously,  the  very  lives  of  the  patients 
may  depend  upon  the  trustworthiness  of  the 
physician  or  nurse. 

Reports  in  the  lay  press  during  the  past 
year  have  told  the  story  of  grim  fatalities 
brought  about  by  failure  of  qualified  phys- 
icians and  nurses  to  exercise  sufficient  care  in 
the  administration  of  drugs  to  patients.  What- 
ever the  extenuating  circumstances,  fund- 
amental errors  have  been  made  and  tragedies 
have  resulted. 

Too  much  stress  cannot  be  laid  on  the 
routine  to  be  followed  in  administrating  any 
drug  at  any  time.  A good  rule  to  follow  is 
“Check  the  label  thrice.”  First,  the  label 
should  be  checked  when  the  medication  is 
obtained  from  the  medicine  cupboard  or  bag. 
Next,  it  should  be  checked  as  the  vial,  bottle 
or  box  is  being  opened  to  remove  the  medica- 
tion. Finally,  just  before  administration,  one 
should  make  a final  check  to  be  certain  that 
it  is  the  correct  drug  from  the  correct  con- 
tainer and  the  correct  dose.  Failure  to  make 
this  triple  check,  in  each  and  every  case  will 
sooner  or  later  lead  to  disaster. 

Medical  students,  nurses  and  physicians 
should  be  continually  reminded  of  their  res- 
ponsibility to  their  patients  in  this  regard. 


Carelessness  and  indifference  cannot  be  con- 
doned. 


AN  IMPORTANT  ISSUE 

This  issue  of  the  South  Dakota  Journal  of 
Medicine  and  Pharmacy  is  probably  the  most 
important  of  the  entire  year.  It  contains  the 
transactions  of  the  annual  meeting  which 
was  held  in  Sioux  Falls  last  May,  and  should 
be  of  interest  to  every  physician  in  the  state. 

We  urge  all  South  Dakota  physicians  to 
read  it  carefully,  noting  the  reports  of  the 
various  committees,  the  minutes  of  the  meet- 
ings of  the  Council  and  House  of  Delegates, 
the  reports  of  the  Councilors  for  the  various 
districts,  and  the  reports  of  your  Officers.  It 
summarizes  what  your  medical  association 
has  accomplished  during  the  past  year,  and 
also  contains  numerous  recommendations  for 
the  future. 

If  your  District  Society  has  not  been  as 
active  as  some  of  the  others,  perhaps  it  will 
stimulate  you  to  further  efforts  in  your  own 
district.  If  you  do  not  approve  all  that  has 
been  done,  let  your  officers  and  committees 
know'  what  changes  you  desire.  Remember 
that  it  is  YOUR  Medical  Association.  It  is 
only  as  good  or'  as  bad  as  the  individual  mem- 
bers want  it  to  be.  It  is  your  responsibility,  as 
well  as  the  responsibility  of  the  officers  and 
committees. 

Keep  this  August  issue  of  your  Journal  in  a 
handy  place  on  your  desk  and  when  you  have 
a few  free  moments,  READ  it. 


AMA  STUDIES  ALLIED  SCIENTIFIC 
FIELDS 

The  American  Medical  Association  has  de- 
ferred action  on  the  establishment  of  any 
new  specialty  boards  involving  the  certifica- 
tion of  persons  who  are  not  doctors  of  med- 
icine until  after  the  Council  on  Medical  Edu- 
cation and  Hospitals  has  completed  its  study 
of  all  allied  scientific  fields.  This  report  will 
include  studies  of  various  professional  non- 
physician groups  whose  work  is  closely  re- 
lated to  the  practice  of  medicine. 
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Vets  Administration  Sets 

New  Rules  for  New  Drugs 


The  Veterans  Administra- 
tion has  just  informed  the 
South  Dakota  State  Medical 
Association  that  the  follow- 
ing is  to  be  the  rule  concern- 
ing use  of  certain  new  drugs: 

“Release  by  Food  and  Drug 
Administration  on  June  4 of 
Isonicotinic  Acid  Hydrazide 
for  public  sale  in  the  treat- 
ment of  tuberculosis.  It  is 
the  decision  of  the  Depart- 
ment of  Medicine  and  Sur- 
gery central  office  and  its 
consultants  that  these  drugs 
should  not  repeat,  not  be  used 
or  authorized  by  regional  of- 
fices in  the  treatment  of  tub- 
erculosis patients  on  an  Out- 
Patient  basis  except  under 
the  same  restrictions  pres- 
ently applicable  to  the  use  of 
Streptomycin  and  Pas  Viz  if 
treatment  has  been  initiated 
in  a hospital  and  its  con- 
tinuation on  an  Out-Patient 
basis  is  recommended  by  the 
hospital.”  Excerpt  concern- 
ing use  of  SM  PAS  on  out- 
patient basis; 

“This  decision  is  based  upon 
our  present  lack  of  precise 
knowledge  concerning  op- 
timal dosage  CMA  duration 
of  therapy  CMA  chronic  tox- 
icity CMA  and  danger  of 
emergence  of  Hydrazide  re- 
sistant bacilli  before  hospital- 


ization is  accomplished.  These 
products  may  be  used  by  non- 
VA  hospitals.  Information  to 
date  indicates  that  the  use  of 
these  drugs  should  be  limited 
to  patients  who  are  clinically 
or  bacteriologically  resistant 
to  Streptomycin  and  that 
their  daily  dosage  should  not 
exceed  150  MG  of  the  drug. 
It  also  appears  that  epilepsy 
and  renal  insufficiency  are 
strong  contradictions  to  the 
use  of  these  drugs.” 


I NEWS  NOTES 

Harold  Kaemerle,  M.D.,  un- 
til recently  with  the  Veter- 
an’s Administration  in  Sioux 
Falls,  has  moved  to  Stanley, 
North  Dakota. 

Willard  Thompson,  M.D., 
formerly  at  Vermillion  is 
now  located  in  Chicago  at 
AMA  headquarters. 

R.  L.  Devereaux,  M.  D.,  has 
left  Gettysburg,  S.  D.,  mov- 
ing to  Sioux  City,  Iowa.  The 
new  hospital  in  Gettysburg 
is  in  need  of  a young  general 
surgeon. 

Wallace  J.  Vnuk,  M.D.,  Mil- 
waukee, has  taken  over  the 
practice  of  Dr.  Percy  Brazil 
at  Colman,  South  Dakota. 

The  new  Faith  Memorial 
Hospital  was  dedicated  Sat- 


urday, July  5.  Don  Howe, 
public  relations  director  for 
the  Homestake  Mine  made 
the  dedicatory  address. 


SIXTY-THREE  PASS 

BASIC  SCIENCE 

Sixty-three  applicants  have 
been  granted  certificates  un- 
der the  South  Dakota  board 
of  examiners  in  the  basic 
sciences.  Dr.  Gregg  M.  Evans, 
secretary,  announced.  The 
men  were  successful  in  pass- 
ing a test  in  basic  sciences 
before  the  board  in  Yankton. 

Members  of  the  group  in- 
cluded: Wing  Mar,  Oakland, 
Calif.;  John  W.  McCormack, 
Colorado  Springs,  Colo.;  Rob- 
ert R.  Willard,  St.  Paul, 
Minn.;  Thomas  Hegert,  Hart- 
ington.  Neb.;  L.  H.  Donley, 
Lamed,  Kas.;  L.  W.  Donley, 
Kansas  City,  Mo.;  R.  B.  Wyse, 
Davenport,  la.;  R.  G.  Shilling- 
law,  Sioux  City,  la.;  J.  E. 
Brown,  R.  J.  Brown,  W.  E. 
Crosset,  J.  R.  Egly,  L.  H. 
Eske,  R.  E.  Ell,  S.  A.  Gabriel, 
R.  E.  Hins,  G.  G.  Hughs,  R.  I. 
Kalman,  Frank  King,  R.  E. 
Nerthling,  W.  R.  Robinson, 
J.  P.  Schwartz,  L.  L.  Troes- 
ter,  W.  E.  Vawter  and  J.  D. 
Zebranek,  of  Des  Moines,  la.; 
Arlo  Bruner,  Beresford;  Clif- 
ford Clay,  Lead;  Margaret 
Faitne,  Gayville;  A.  W.  Fen- 
ske,  Arlington;  L.  1.  Grace, 
Woonsocket;  K.  H.  Hanson, 
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Huron;  Robert  Heck,  Pierre; 
Paul  Kretschaar.  Eureka; 
Wyllis  Larson,  Sisseton;  N. 

A.  Lee,  Parker;  E.  M.  Mum- 
ford,  Howard;  T.  F.  O’Toole, 
Rapid  City;  H.  D.  Phelps, 
Madison;  D.  H.  Rames,  Wat- 
ertown; H.  D.  Raynes,  And- 
over; A.  D.  Scales,  Picks- 
town;  David  Seaman,  Faulk- 
ton;  Ralph  Tieszen,  Marion; 
E.  Urbanyi,  Aberdeen;  D.  J. 
Walter,  Freeman;  Donald 
Vellek,  Tyndall;  W.  B.  Bish- 
op and  Wanda  Wammen, 
Sorum;  John  N.  Dunn,  D.  M. 
Erickson,  G.  M.  Jameson,  V. 
Janavs,  R.  Orgusaar,  A.  Rep- 
sys,  R.  W.  Roesel,  B.  Strauss, 
and  K.  Zvenjnieks,  Sioux 
Falls;  and  M.  D.  Fox,  L.  L. 
Olson,  J.  K.  Spense,  and  V. 
R.  Watson  of  Vermillion. 

The  other  members  of  the 
board  are  Dr.  J.  D.  Alway, 
Aberdeen,  chairman.  Dr.  F. 
E.  Burkholder,  Sioux  Falls, 
vice  chairman.  Dr.  W.  L. 
Hard,  Vermillion,  and  Dr.  W. 

B.  Wolf,  Eureka. 


T.  B.  EXECUTIVE 

RESIGNS  POST 

Mrs.  H.  H.  Holdridge,  Mad- 
ison, for  seventeen  years,  ex- 
ecutive-secretary of  the  South 
Dakota  Tuberculosis  and 
Health  Association,  resigned 
that  post  July  first. 

Mrs.  Holdridge’sretirement 
follows  almost  forty  years  of 
activity  to  control  tuberculo- 
sis and  improve  health  fa- 
cilities and  health  education 
in  South  Dakota. 

Since  the  organization  of 
the  first  Christmas  seal  sale 
in  1913,  Mrs.  Holdridge  has 
taken  an  active  part  in  the 
development  of  the  T.  B.  con- 
trol program  in  South  Dakota 
and  has  contributed  the  ma- 
jor part  of  her  time  and  ener- 
gies to  this  cause. 


MEDICAL  BOOKLET 
ON  CIVIL  DEFENSE 
NOW  AVAILABLE 

A number  of  articles  pub- 
lished by  the  council  on  Na- 
tional Emergency  Civil  Ser- 
vice of  the  AMA  have  been 
published  in  the  AMA  Jour- 
nal in  the  past  few  months. 
A great  demand  for  these  ar- 
ticles was  put  to  the  council 
and  they  have  now  repro- 
duced them  in  booklet  form. 

Any  person  in  the  medical 
profession  or  for  the  general 
public  may  purchase  the 
booklets  for  $.25  per  single 
copy  or  $.20  per  copy  in  or- 
ders of  100  or  more. 


Observations  Relating  to  the 
Use  of  Gamma  Globulin  in 
Prevention  of  Paralytic 
Poliomyelitis 

Whether  gamma  globulin 
will  be  effective  in  the  pre- 
vention of  paralytic  polio- 
myetitis  is  not  now  known. 
On  the  basis  of  animal  ex- 
periments and  preliminary 
study  on  humans,  it  is  pos- 
sible that  globulin  will  have 
value  in  human  poliomyelitis, 
but  serious  questions  remain 
to  be  answered  before  such  a 
hope  can  be  substantiated. 
Nevertheless,  public  dissem- 
ination of  information  on  the 
status  and  objectives  of  cur- 
rent studies,  incompletely 
presented  or  misunderstood 
has  created  a serious  demand 
for  gamma  globulin  which 
cannot  be  met. 

Virtually  the  entire  out- 
put at  current  production 
rates  is  required  to  meet  the 
demand  for  prevention  or 
modification  of  the  course  of 
measles  and  infectious  hepa- 
titis. 

Under  the  circumstances, 
it  is  obvious  that  the  existing 
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limited  supply  and  current 
production  of  gamma  glob- 
ulin should  be  reserved  for 
use  in  these  diseases  in  which 
its  efficacy  has  been  estab- 
lished. 


ACCP  ANNUAL  MEETING 

HELD  JUNE  5-8 

A total  of  932  physicians 
and  guests  attended  the  18th 
Annual  Meeting  of  the  Amer- 
ican College  of  Chest  Phys- 
icians, held  at  the  Congress 
Hotel,  Chicago,  June  5-8, 
1952.  The  roster  included 
members  from  44  states, 
Hawaii,  Canada  and  17  other 
countries. 

A scientific  program  deal- 
ing with  various  aspects  of 
heart  and  lung  disease  was 
presented  by  leading  phys- 
icians in  the  specialty.  Many 
College  members  remained  in 
Chicago  to  participate  in  the 
program  of  the  Section  on 
Diseases  of  the  Chest  of  the 
American  Medical  Associa- 
tion. 

Officers  of  the  College 
elected  to  serve  for  1952-53 
• are:  President,  Andrew  L. 
Banyai,  Milwaukee,  Wiscon- 
sin; President-Elect,  Alvis  E. 
Greer,  Houston,  Texas;  First 
Vice-President,  William  A. 
Hudson,  Detroit,  Michigan; 
Second  Vice-President,  James 
H.  Stygall,  Indianapolis,  In- 
diana; Treasurer,  Minas 
Joannides,  Chicago,  Illinois; 
Assistant  Treasurer,  Charles 
K.  Petter,  Waukegan,  Illinois; 
Chairman  of  the  Board  of 
Regents,  Donald  R.  McKay, 
Buffalo,  New  York,  and  His- 
torian, Carl  C.  Even,  Atlanta, 
Georgia. 

William  L.  Meyer,  Sanator, 
South  Dakota  is  a member  of 
the  Board  of  Governors. 

i-IBRARY  OF  THE 


PHARMACEUTICAL  DIVISION 

Charles  F.  Van  DeWalle,  Editor 


A VOTE  OF  THANKS 

To  all  Physicians; 

We,  your  pharmacists,  wish  to  thank  you 
for  your  splendid  cooperation  in  accepting  the 
new  regulations  of  the  Durham-Humphrey 
Law. 

We  know  that  it  is  a nuisance  for  you,  as 
well  as  for  us,  to  have  to  call  you  many  times 
a day  for  an  O.  K.  on  refills,  but  we  both  know 
that  it  will  give  you  better  control  of  the 
medication  your  patients  are  receiving. 

You  can  help  us  and  avoid  unnecessary 
phone  calls  if  you  will  mark  on  each  original 
prescription  the  number  of  refills  permitted. 

Again  we  thank  you  and  ask  your  continued 
cooperation. 

Your  Pharmacists 


NEWS  NOTES 

Lloyd  E.  Wagner,  Marion,  S.  D.  is  building 
a new  home  this  summer.  The  rumors  are 
that  he  will  need  additional  room  soon  to 
house  the  increasing  family. 

Leo  J.  Scherman,  pharmacist  at  Knutson 
Drug,  Clark,  for  the  past  two  years  is  leaving. 
He  has  registered  by  reciprocity  in  Ohio  and 
is  employed  by  Standard  Drug,  Cleveland. 

Tom  Rafferty,  Howard,  who  has  been  a 
druggist  for  over  50  years,  celebrated  his  80th 
birthday  on  July  8th. 

The  following  college  students  in  the  Di- 
vision of  Pharmacy  are  obtaining  apprentice- 
ship training  at  Vilas  Drug  in  Pierre  this  sum- 
mer; Robert  Landis,  Pierre;  Leon  Pfoten- 
hauer,  Pierre;  and  Betty  Olson,  Ft.  Pierre. 

A Mayors  Milking  contest  at  the  Sisseton 
60th  Anniversary  Celebration  was  won  by 
our  versatile  Member  of  the  Board  of  Phar- 
macy, Mayor  Floyd  Cornwell  of  Webster. 

Archie  Smith,  Lemmon,  returned  from 
Rochester  where  he  underwent  treatment  of 
his  leg.  He  is  now  able  to  get  around  to  pro- 
claim the  Merits  of  “Ike  for  President.” 

Tommy  Bartholomew,  oldest  son  of  George 
Bartholomew,  Lemmon  tangled  with  a lawn 


mower  awhile  back  and  came  out  second  best 
but  is  now  up  and  around  and  O.  K. 

Heyme  Vis,  formerly  of  Wasta,  is  now  em- 
ployed by  the  Yankton  Drug  Co.  at  Yankton. 

Bill  Matson  of  Brookings  has  just  returned 
from  a weeks  vacation  in  Wisconsin. 

Sioux  Falls  will  have  a new  drug  store 
about  October  1st  of  this  year.  Tom  Mills, 
who  has  been  employed  by  Van  De  Wall 
Pharmacy  for  the  past  year  and  a half,  will 
open  “Mills  Pharmacy”  at  1509  E.  10th  St. 
Mr.  Mills  will  assume  the  managership  and 
half  ownership.  Roger  Koenig,  owner  of  the 
Sioux  Valley  Drug  Store,  will  be  half  owner 
of  the  new  business  but  will  continue  active 
management  of  his  own  store  at  18th  and 
Grange.  Mrs.  Tom  Mills  will  assume  part  of 
the  duties  as  registered  pharmacist  with  Mr. 
Mills. 


ABERDEEN  MEETING 

The  Aberdeen  District  Pharmaceutical  As- 
sociation met  at  Aberdeen  on  May  25th  with 
45  members  present.  The  following  officers 
were  elected:  Willis  Hodson,  Pres.;  Dick 
Daniels,  Vice  Pres.;  Norma  Aspen,  Sec.-Treas.; 
James  Cameron,  Corrs.  Sec. 

Dr.  G.  D.  Wells  gave  a showing  and  ex- 
plaination  of  his  trip  through  the  Holy  Land 
last  year. 

Directors  for  the  year  were  chosen  as  fol- 
lows: A.  O.  Biiiner,  Edward  Schmidt,  Paul 
Lutgen,  Wally  Winker ly. 


MILTON  SWENSON  BUYS 
LAKE  PRESTON  DRUG  STORE 
Milton  Swenson,  State  college  graduate 
pharmacy  student  who  has  been  associated 
with  the  Kendall  Drug  store  since  his  grad- 
uation, has  purchased  the  Van  Drug  store  in 
Lake  Preston  and  will  take  possession  July  1. 

Mrs.  Swenson  and  son,  Robert  Stephen, 
will  accompany  Swenson  to  Lake  Preston 
when  he  leaves. 

(Continued  on  Page  236) 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

Chan  Shirley,  Brookings,  South  Dakota 


The  Legislative  and  Commercial  Section  of  our  Association  this 
year  will  be  headed  by  Neil  Fuller  of  Chamberlain.  His  Vice  Chair- 
men will  be  Otto  Tommeraason  of  Madison  and  Dick  Brown  of  the 
Brown  Drug  Co.  in  Sioux  Falls.  Other  members  of  the  Board  in- 
clude the  Executive  Committee  and  the  members  of  the  Board  of 
Pharmacy.  Any  suggestions  you  have  regarding  improvement  in 
our  association  may  be  directed  to  one  of  these  men. 

The  June  16th  issue  of  the  N.A.R.D.  Journal  listed  the  following 
men  as  members  of  Committees  for  the  National  Association  of 
Retail  Druggists: 


Presidents  Advisory  Committee 
Albert  O.  Bittner,  Aberdeen,  S.  D. 

First  Aid  Week 

C.  F.  Van  De  Walle:  Sioux  Falls,  S.  D. 
Auxiliary  to  Fraternal  Relations  Committee 
T.  E.  Hustead;  Walls,  S.  D. 

Committee  on  Interprofessional  Relations 
L.  J.  Mowell;  Murdo,  S.  D. 

Postal  Affairs 

Lloyd  Wagner;  Marion,  S.  D. 


Socialized  Pharmacy  and  Medicine 
Fred  L.  Vilas;  Pierre,  S.  D. 

Telephone 

Vere  A.  Larsen;  Alcester,  S.  D. 

Window  and  Interior  Display 
Harold  W.  Mills;  Rapid  City,  S.  D. 

Public  Relations 

Roger  Eastman;  Tripp,  S.  D. 

Auxiliary  to  Committee  on  National  Legislation 
J.  C.  Shirley;  Brookings,  S.  D. 


I’m  sure  your  committee  Chairman  will  be  pleased  if  you  respond  promptly  when  he  asks  for  aid. 

Those  of  you  who  plan  to  attend  the  N.A.R.D.  Convention  should  make  your  reservations  now.  The 
meeting  will  be  held  in  St.  Louis,  October  19th  through  the  23rd.  You  will  never  regret  the  time  you 
take  from  your  business,  for  it  will  repay  you  many  times  in  knowledge  gained. 


I’m  sure  you  will  be  interested  in  the  plans  for  the  future  in  our  Pharmacy  Department  at  S.  D.  State 
College.  Dr.  Floyd  Le  Blanc,  Dean  of  Pharmacy,  has  given  me  the  following  information  to  pass  on  to 
you. 


“Plans  for  remodeling  the  first  floor  of  the  Administration  Building  for  use  by  the  Division  of 
Pharmacy  are  proceeding  on  schedule.  Some  of  the  Agricultural  Departments  will  have  moved 
out  by  the  middle  of  July.  This  will  allow  the  workmen  to  come  in  and  start  the  extensive  re- 
modeling now  planned. 

Professor  Eidsmoe  has  drawn  plans  for  a new  modern  dispensing  laboratory.  These  plans 
have  been  submitted  to  various  companies  for  estimates  on  the  cost  of  the  m.aterials  needed.  As 
soon  as  the  estimates  on  the  cost  of  the  materials  are  available,  we  expect  to  be  able  to  order  the 
equipment  necessary.  It  will  probably  be  some  time  before  we  can  expect  delivery  but  the  new 
laboratory  should  be  in  operation  by  the  time  our  winter  quarter  starts. 

Plans  are  also  under  way  for  our  new  pharmacology  laboratory,  but  will  not  be  ready  until 
the  first  of  August.  The  pharmacognosy  laboratory  is  to  be  moved  to  the  south  wing  of  the  ad- 
ministration building  and  the  Pharmacology  laboratory  will  occupy  the  space  now  devoted  to 
Pharmacognosy. 


The  Division  will  be  able  to  accept  up  to  sixty  entering  Pharmacy  students  this  fall.  At  this 
time  the  quota  is  not  filled.  If  you  know  of  any  good  students  who  wish  to  take  Pharmacy  this  fall, 
please  have  them  write  to  me  for  full  information. 

As  our  plans  progress,  we  will  try  and  keep  you  informed  on  what  is  taking  place  in  the  Di- 
vision.” 


Dean  Le  Blanc  and  his  faculty  are  certainly  to  be  commended  for  their  efforts  in  this  huge  step  for- 
ward. We  members  of  the  association  are  grateful  to  Dr.  John  Headley  and  his  administrative  staff  for 
including  Pharmacy  in  their  expansion  program. 

President  Truman’s  signature  on  the  McGuire  Bill  on  July  14th  is  gratifying  and  means  much  to  aU 
of  us.  Your  efforts  have  not  been  in  vain.  I will  appreciate  it  if  each  of  you  who  wrote  or  wired  your 
Congressman  or  the  President,  will  thank  them  for  their  support. 
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NEWS  ITEM— 

(Continued  from  Page  234) 

Richard  Kendall,  Brookings  druggist  with 
whom  Swenson  has  worked,  said  the  local 
firm  would  feel  a loss  with  Swenson’s  leaving 
but  wished  him  success  with  his  new  respon- 
sibility. 

Mrs.  Swen  Amunson,  wife  of  Mobridge’s 
leading  druggist,  was  elected  Vice-Chairman 
of  the  South  Dakota  Republican  Party  at  the 
Republican  convention  in  Pierre  on  July  21. 

Pharmacist  Charles  L.  Clampilt  died  at  Mit- 
chell June  26,  1952.  He  had  been  employed 
at  the  Saterlie  Drug  Company,  Mitchell,  for 
many  years. 

Ervin  R.  Buck  sold  his  pharmacy  in  Wess- 
ington  Springs  to  Pharmacist  Milbert  E. 
Mueller  who  was  formerly  employed  in  Sioux 
Falls.  Mr.  Mueller  took  possession  of  the  bus- 
iness on  July  1st. 

Miss  Elaine  Lichtsinn  is  the  new  phar- 
macist manager  of  the  Bartron  Hospital  and 
Clinic  Pharmacy  in  Watertown. 

T.  H.  Weisflock  of  Frankfort  is  now  the 
Pharmacist  Manager  of  the  Fort  Pierre  Drug 
Store  in  Fort  Pierre.  He  replaced  Pharmacist 


Norman  B.  Porter  who  has  accepted  a similiar 
position  with  the  Grange  Avenue  Drug  Store 
in  Sioux  Falls. 


LAKE  NORDEN  WILL 
GET  DRUG  STORE. 

CLINIC  BUILDING 

Lake  Norden,  S.  D.,  July  14 — C.  M.  Vander- 
velde  closed  a transaction  Friday  for  the  VFW 
building  in  which  he  plans  to  establish  a drug 
store,  opening  about  September  1. 

Coincidentally  the  Lake  Norden  Commun- 
ity Improvement  Association,  announced 
plans  for  raising  $12,000  to  construct  a clinic 
building  for  the  local  physician.  It  is  expected 
to  have  the  structure  completed  and  ready 
for  occupancy  when  cold  weather  sets  in. 

More  than  half  of  the  stock  has  already  been 
subscribed. 

Lake  Norden  has  been  without  a drug 
store  since  the  Salmonson  store  burned  in 
January,  1948.  The  need  for  both  a drug 
store  and  clinic  building  has  been  sharply 
evident  since  Dr.  Romans  Auskaps  opened 
practice  here  two  years  ago. 

Mr.  Vandervelde  operated  a drug  store  at 
Lake  Preston  until  recently. 


that  goes  on  your  shelves 

that's  why  good  management  insists  on  buying 
as  needed  in  quantities  to  meet  individual  requirements 

The  Lilly  Policy  encourages  adequate  buy- 
ing, condemns  excessive  buying.  By  enabling 
the  pharmacist  to  establish  and  maintain 
properly  balanced  stocks,  it  increases  profit 
opportunities.  It  meets  the  needs  of  any  drug 
store,  large  or  small.  The  Lilly  Policy  guar- 
antees maximum  return  on  minimum  invest- 
ment. Its  soundness  has  been  proved  by 
almost  six  decades  of  continuous  operation. 


BROWN  DRUG  COMPANY,  Sioux  Falls,  South  Dakota 
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AUXILIARY  ACTIVITIES 


Minutes  of  the  42nd  Annual  Meeting  of  the 
Woman's  Auxiliary  to  the  South  Dakota  State 

Medical  Association 

The  first  general  session  of  the  42nd  annual  meet- 
ing of  the  Woman’s  Auxiliary  to  the  South  Dakota 
State  Medical  Association  was  opened  promptly 
at  9:30  a.m.  in  the  Assembly  Room  of  the  Carpen- 
ter Hotel  in  Sioux  Falls,  May  19.  Mrs.  Howard  R. 
Wold,  State  President,  of  Madison,  presided. 

Mrs.  John  Kittleson  of  Sioux  Falls  won  the  at- 
tendance door  prize. 

Members  were  welcomed  by  Mrs.  Fred  S.  Stah- 
mann,  President  of  the  Seventh  District  and  Mrs. 
V.  V.  Volin,  State  President-elect,  gave  the  re- 
sponse. 

The  Auxiliary  Pledge,  led  by  Mrs.  Wold,  was 
recited  in  unison. 

The  minutes  of  the  third  Executive  Board  were 
presented. 

1.  Resolution  to  be  sent  to  the  Benevolent  Fund 
Committee  read:  “We,  the  members  of  the  Wom- 
an’s Auxiliary  to  the  South  Dakota  State  Medical 
Association,  accept  the  resolution  on  the  Benevo- 
lent Fund  submitted  by  Drs.  Donohue,  Saxton,  and 
Hagin,  except  in  respect  to  the  membership  of  the 
final  governing  board  when  the  $5,000  goal  is 
reached.  We  believe  the  membership  of  this  gov- 
erning board  should  be  equally  divided  between 
the  Woman’s  Auxiliary  and  the  Medical  Associa- 
tion. 

2.  We  recommend  that  the  President  of  the 
Woman’s  Auxiliary  serve  on  the  Benevolent  Fund 
Committee  during  her  term  of  office. 

3.  We  recommend  that  the  appointment  of  the 
editor  of  the  NEWSLETTER  be  left  to  the  Execu- 
tive Board. 

Following  the  reading  and  discussion  of  each 
recommendation,  disposition  was  made  thus:  Mo- 
tion by  Mrs.  A.  B.  Scales  and  seconded  by  Mrs. 
Saxton  to  send  the  resolution  to  the  Benevolent 
Fund  Committee.  Motion  carried  on  Recommenda- 
tion No.  1.  Recomm.endation  Number  2 was  passed 
after  a motion  by  Mrs.  Kittleson  and  seconded  by 
Mrs.  H.  B.  Martin  to  accept  it.  Recommendation 
Number  3 was  accepted  after  a motion  by  Mrs. 
J.  C.  Ohlmacher  and  seconded  by  Mrs.  Fred  S. 
Stahmann. 

Attention  was  called  to  the  informative  material 
on  display  in  the  room.  Samples  of  Today’s  Health 
were  available  as  were  NEWSLETTERS  from 
various  auxiliaries  over  the  nation. 

Mrs.  Leo  J.  Schaefer  assisted  in  the  discussion  on 
various  questions  and  urged  a deep  loyalty  to  our 
organization. 

Mrs.  Howard  R.  Wold,  State  President,  submitted 
the  following  report: 

As  your  president,  I wish  to  extend  a hearty 
' welcome  to  our  National  representative,  Mrs.  Leo 
J.  Schaefer,  to  the  officers  and  chairmen,  to  the 
district  presidents  or  their  representatives,  and  to 
every  member  of  the  Woman’s  Auxiliary.  A spec- 
ial welcome  to  the  members-at-large  who  are  with 
us.  I sometimes  think  that  they  feel  that  because 
they  are  not  in  an  organized  district,  they  are  not 
important  to  the  group,  but  I assure  you  that  we 
need  you  too. 

This  convention  should  serve  two  purposes:  First, 
we  should  take  inventory  of  the  work  which  has 
been  accomplished  in  the  various  departments 
during  the  past  year,  and  Second,  we  should  gain 


a better  perspective  of  the  job  ahead  and  new 
enthusiasm  for  the  possibilities. 

This  has  been  a busy  year  for  me,  but  an  en- 
joyable one,  for  I do  feel  that  I have  made  new 
friends  thru  my  contacts  and  I do  like  people. 
I hope  that  it  has  been  a profitable  year  for  the 
Wom.an’s  Auxiliary.  With  this  in  mind,  I am  going 
to  confine  my  remarks  to  an  accounting  of  my 
work,  and  I hope  you  will  pardon  an  occasional 
mention  of  a state-wide  gain.  The  detailed  accom- 
plishments will  be  enumerated  for  you  by  the  state 
officers  and  district  presidents,  for  to  the  victors 
belong  the  spoils.  The  national  organization  is  only 
as  strong  as  the  component  state  programs  make 
it  so,  and  your  state  officers  and  chairmen  also 
realize  that  the  success  or  failure  of  their  plans 
depends  on  the  districts  and  its  membership. 

Two  Executive  Board  meetings  were  held  in 
Sioux  Falls  during  the  year,  and  in  November, 
your  president-elect,  Mrs.  Volin,  and  I attended 
the  National  Conference  for  state  presidents  and 
presidents-elect  in  Chicago.  I appeared  on  a panel 
discussion  with  other  groups  of  state  presidents  at 
this  meeting  and  came  home  with  renewed  en- 
thusiasm and  a deeper  pride  in  the  Woman’s  Aux- 
iliary and  the  things  that  it  is  doing.  I visited  four 
of  the  eight  organized  districts  and  a cancelled 
meeting  at  the  end  of  the  year,  prevented  my  visit- 
ing the  fifth.  In  addition  to  this,  I met  with  a few 
members  of  the  Black  Hills  District  at  an  im- 
promptu session  when  I was  there  on  my  vacation 
last  August. 

I have  written  over  150  letters,  not  to  mention 
the  many,  many  post  cards  to  individuals,  officers 
and  district  presidents.  In  addition  questionaires 
were  sent  to  state  officers  last  November  to  find 
out  what  had  been  done  in  the  various  departments 
up  to  that  time.  Six  mimeographed  letters  were 
sent  to  each  state  officer  and  chairman  during  the 
year  and  a like  number  to  each  of  these  groups 
from  which  I filed  my  report  to  National  by  April 
30. 

I contacted  the  Executive  Secretary  of  the  State 
Nursing  Association  telling  her  of  our  interest  in 
their  program  for  nurse  recruitment  and  men- 
tioned the  work  being  done  by  some  of  the  districts 
in  holding  teas  for  high  school  girls,  and  asking 
for  suggestions.  A very  nice  reply  was  received  in 
which  the  gratitude  of  this  group  was  expressed, 
and  an  offer  made  by  them,  to  supply  a member 
of  their  profession  for  a group  meeting,  if  none 
was  available  locally.  Your  president  was  asked 
by  Mrs.  Harold  Wahlquist,  our  National  President, 
to  conduct  the  Memorial  Service  at  the  National 
convention  in  Chicago  next  month,  and  I want  you 
to  know  that  I am  sorry  that  previously  made  plans 
to  attend  Kiwanis  International  at  the  same  time, 
prevented  my  accepting.  Dr.  Wold  is  Lt.  Col.  of 
his  division  this  year,  so  it  is  an  important  year  for 
him  too,  and  our  family  is  combining  business  with 
pleasure  by  attending  this  convention.  I consider 
it  an  honor  to  the  Woman’s  Auxiliary  to  the  South 
Dakota  Medical  Association  to  be  asked  to  fill  this 
spot  on  a national  program,  and  I should  have  been 
most  happy  to  accept.  I have  availed  myself  of 
the  opportunity  of  sending  a message  to  the  mem- 
bership each  month  thru  the  pages  of  the  South 
Dakota  Journal  of  Medicine  and  Pharmacy,  in  ad- 
dition to  those  in  the  four  issues  of  the  NEWS- 
LETTER. A letter  of  sympathy  was  sent  from  our 
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Auxiliary  to  Dr.  and  Mrs.  Theodore  Heinz  upon 
the  death  of  their  daughter,  since  Mrs.  Heinz  is 
National  Public  Relations  Chairman.  A letter  of 
thanks  was  sent  to  the  Councillors  of  the  South 
Dakota  Medical  Association  expressing  our  appre- 
ciation of  the  financial  help  given  to  us,  which 
made  possible  the  publishing  of  four  issues  of  the 
NEWSLETTER  to  every  eligible  doctor’s  wife  in 
the  district.  Letters  were  sent  to  doctor’s  wives  in 
the  unorganized  districts  I and  12  inviting  them  to 
become  members,  when  word  that  dues  were  not 
being  collected  arrived  too  late  to  refer  this  matter 
to  the  proper  state  officers.  I am  scheduled  to  ap- 
pear before  my  local  hospital  auxiliary  on  June  7, 
to  explain  to  them  the  aims  and  purposes  of  our 
group. 

So  much  for  the  work  of  the  office,  and  now  may 
I briefly  tell  you  of  some  of  the  state-wide  gains. 
I am  going  to  refrain,  almost  entirely,  from  naming 
personalities  for  we  hope  to  have  a report  from 
each  department,  but  I do  want  to  mention  their 
work.  This  year  we  were  able  to  send  to  each  of 
you,  four  issues  of  the  NEWSLETTER,  which  so 
many  of  you  had  expressed  yourselves  as  enjoying. 
I want  to  make  an  exception  here,  and  tell  you  that 
you  are  indebted  to  your  immediate  past-president, 
Mrs.  A.  P.  Reding  of  Marion,  for  this  publication. 
It  was  started  during  her  term  last  year  when  two 
issues  were  sent  to  you,  and  she  has  taken  over 
the  editorship  this  past  year.  It  has  meant  hours 
of  work  for  her,  and  this  load  could  be  lightened 
by  the  districts  sending  in  news  items  of  their 
activities,  for  what  you  are  doing  makes  news. 

Our  membership  now  stands  at  267,  a gain  of 
two  members.  Today’s  Health  subscriptions  have 
shown  a 91%  increase  over  last  year,  but  still  only 
57%  of  our  membership  is  subscribing.  This  is  an 
individual  responsibility,  and  one  which  each  of  us 
must  assume,  and  can  assume  without  playing 
havoc  with  the  family  budget.  Subscriptions  to 
the  Bulletin  are  increased  this  year,  and  we  need 
more,  especially  do  those  members  serving  as  offi- 
cers need  to  become  acquainted  with  this  publica- 
tion for  a wealth  of  ideas  in  it  for  the  year’s  work. 
Teas  have  been  held  in  a few  of  the  districts  in 
line  with  our  aid  to  nurse  recruitment.  A fine 
check  was  presented  to  the  Crippled  Children’s 
Home  and  School  by  one  district  and  still  another 
gave  gifts  to  the  homes  for  the  aged  at  holiday 
time.  A couple  of  the  districts  contributed  to  the 
Medical  and  Surgical  Relief,  Inc.,  and  some  districts 
celebrated  Doctor’s  Day  with  dinners  and  parties. 
These  are  a few  of  the  gains  which  have  been 
made,  and  I ask  you  to  listen  closely  to  the  state 
and  district  reports  to  learn  where  the  honor  be- 
longs. 

And  now  a word  of  praise  to  the  officers  on  the 
state  and  district  level.  I have  enjoyed  wonderful 
cooperation  from  each  one  of  them,  and  any  re- 
quest made  of  them  by  me,  received  an  immediate 
response.  This  is  the  more  appreciated  when  you 
know  that  each  of  them  is  a busy  wife  and  mother 
and  this  work  is  an  added  responsibility,  and  the 
membership  owes  them  a debt  of  gratitude  for  so 
ably  carrying  on  the  work  of  their  office.  My  per- 
sonal best  wishes  to  each  of  them  and  a million 
THANK  YOUS.” 

I thank  you  for  the  privilege  of  serving  you  as 
your  president  for  this  past  year.  It  has  been  work, 
yes,  but  I feel  that  I have  gained  a great  deal  for 
having  had  that  experience.  My  keen  appreciation 
to  Mrs.  Charles  McDonald,  as  convention  business 
chairman,  for  the  many  things  she  has  done  to  make 
arrangements  for  this  annual  meeting.  The  same 
thanks  to  Mrs.  F.  S.  Stahmann  and  her  committees 
for  the  plans  they  have  made  and  carried  out  to 
add  to  your  enjoyment  in  a social  way. 

In  closing  I recommend  a continued  and  re- 
newed assumption  of  “INDIVIDUAL  RESPONSI- 
BILITY’’ by  the  members  of  the  Auxiliary.  Upon 


this  depends  the  success  or  failure  of  the  group. 
You  have  reason  to  be  proud  of  the  year’s  work 
for  you  have  made  it  possible,  but  I ask  you  to 
intensify  your  interest  and  activity.  To  the  new 
officers  to  be  chosen  at  the  conclusion  of  this 
meeting,  I pledge  my  interest  and  loyalty  for  I do 
intend  to  remain  a member  of  the  Woman’s  Auxil- 
iary. 

“Be  not  concerned,  be  not  surprised. 

If  what  you  do  is  criticized. 

Mistakes  are  made,  we  don’t  deny, 

But  they  are  always  made  by  those  who  try.” 
The  following  standing  committee  reports  were 
given  by  the  state  officers: 

Program — Mrs.  V.  V.  Volin 
Corresponding  Sec.-Treas. — Mrs.  E.  R.  Schwartz 
Organization — Mrs.  A.  B.  Scales 
Legislative — Mrs.  H.  R.  Brown  for  Mrs.  C.  R. 
Stoltz 

Today’s  Health — Mrs.  Wayne  Geib 
Bulletin— Mrs.  Joseph  Tschetter 
Historian — Mrs.  A.  P.  Reding 
NEWSLETTER— Mrs.  A.  P.  Reding 
Each  of  the  districts  had  a representative  pres- 
ent for  the  reading  of  their  reports: 

District  2 — Mrs.  H.  R.  Brown 
District  3 — Mrs.  E.  S.  Watson 
District  4 — Mrs.  H.  B.  Martin 
District  5 — Mrs.  Theo.  Holm 
District  6 — Mrs.  Floyd  Gillis,  Jr. 

District  7 — Mrs.  W.  A.  Arneson 
District  8 — Mrs.  Brooks  Ranney 
District  9 — Mrs.  Paul  Koren 
A very  impressive  Memorial  Service  was  con- 
ducted by  Mrs.  Anton  Hyden,  assisted  by  Mrs.  Paul 
Reagan.  Mrs.  C.  S.  Larson  of  Sioux  Falls  was  solo- 
ist and  Miss  Dorothy  Wynd,  accompanist.  Three 
departed  members  were  honored:  Mrs.  Donald 
Slaughter,  Vermillion,  Mrs.  J.  H.  Lockwood,  Henry, 
and  Mrs.  Martha  Fleeger,  Lead. 

Motion  for  adjournment  was  made  by  Mrs. 
Wayne  Geib,  and  seconded  by  Mrs.  E.  T.  Plowman. 
Respectfully  submitted, 

Mrs.  A.  P.  Reding,  Sec.  Pro  Tern 


The  second  general  session  of  the  annual  meet- 
ing of  the  Woman’s  Auxiliary  was  held  in  the 
Assembly  Room  of  the  Carpenter  Hotel  at  9:30 
May  20,  with  Mrs.  Howard  R.  Wold,  State  Presi- 
dent, presiding.  The  Auxiliary  pledge  was  re- 
peated in  unison.  Minutes  of  the  first  business 
session  were  read  and  approved  as  read. 

The  following  convention  committees  were  ap- 
pointed by  Mrs.  Wold: 

Publicity 

Mrs.  Warren  Anderson,  Social 
Mrs.  A.  P.  Reding,  Business 
Nominating 

Mrs.  Brooks  Ranney,  Yankton 
Mrs.  Abner  Willen,  Clark 
Mrs.  Faris  Pfister,  Webster 
Courtesy 

Mrs.  Paul  Koren,  Rapid  City 
Mrs.  Robert  Murdy,  Aberdeen 
Auditing 

Mrs.  H.  Russell  Brown,  Watertown 
Mrs.  A.  P.  Peeke,  Volga 

The  president  introduced  Mrs.  C.  L.  Clough  of 
San  Bernadino,  California,  an  annual  convention 
visitor  and  former  auxiliary  member  in  South 
Dakota,  who  spoke  briefly. 

Motion  was  made  by  Mrs.  H.  B.  Martin,  Harrold, 
and  seconded  by  Mrs.  V.  V.  Volin  of  Sioux  Falls, 
that  greetings  be  sent  to  Mrs.  Mattie  Jennings, 
our  first  state  president.  Motion  carried. 

Motion  was  made  by  Mrs.  E.  S.  Watson,  Brook- 
ings, and  seconded  by  Mrs.  H.  Hanson,  Vermillion, 
that  the  Executive  Board  pay  all  outstanding  ob- 
ligations. Motion  carried. 
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After  some  discussion  a motion  was  made  by- 
Mrs.  H.  B.  Martin  and  seconded  by  Mrs.  E.  S. 
Watson  that  the  election  of  officers  be  held  the 
second  morning  of  the  convention.  Motion  carried. 

A brief  School  of  Instruction  was  conducted  by 
the  officers  and  chairmen  for  the  new  officers  and 
district  members.  A reyiew  of  duties  of  each  of- 
fice was  giyen  and  the  responsibility  of  corres- 
ponding district  officers  was  given. 

As  a conclusion,  we  were  happy  to  have  an  ad- 
dress by  Dr.  D.  A.  Gregory,  President  of  the  South 
Dakota  State  Medical  Association.  Dr.  Gregory 
urged  us  to  help  our  husbands  by  being  good 
wives  and  mothers,  active  in  community  projects. 

Mrs.  Harold  Hanson,  Vermillion,  won  the  atten- 
dance door  prize. 

Meeting  adjourned,  to  resume  after  lunch. 

Respectfully  submitted, 

Mrs.  A.  P.  Reding,  Sec.  Pro  Tern 


The  third  general  business  session  of  the  42nd 
annual  convention  of  the  Woman’s  Auxiliary  to 
the  South  Dakota  Medical  Association  met  at 
2:00  p.m.  May  20,  in  the  Carpenter  Hotel  in  Sioux 
Falls.  The  attendance  door  prize  for  the  afternoon 
session  was  won  by  Mrs.  Carlos  Kemper,  Viborg. 
Minutes  of  the  morning  session  were  read  and 
approved. 

Mrs.  Faris  Pfister,  Webster,  presented  the  fol- 
lowing slate  of  officers  at  the  report  of  the  nomin- 
ating committee: 

President-elect — Mrs.  A.  B.  Scales,  Pickstown 
1st  Vice-president — Mrs.  C.  Rodney  Stoltz, 
Watertown 

2nd  Vice-president — Mrs.  Howard  Shreves, 
Sioux  Falls 

Corresponding  Sec.-Treas. — Mrs.  Paul  Koren 
Rapid  City 

Recording  Sec. — Mrs.  John  Hermanson, 

Valley  Springs 

Historian — Mrs.  Howard  R.  Wold,  Madison 
Mrs.  Pfister  moved  that  this  slate  of  officers  be 
accepted  for  1952-53.  The  motion  was  seconded 
by  Mrs.  E.  R.  Schwartz.  Motion  carried. 

Mrs.  Wold  expressed  our  appreciation  to  our 
convention  guest,  Mrs.  Leo  J.  Schaefer,  for  being 
with  us  during  our  sessions,  for  her  suggestions 
and  explanations,  and  for  her  inspiring  message  at 
the  luncheon  on  Monday.  Mrs.  Schaefer  responded 
by  telling  us  of  her  pleasure  in  being  with  us  and 
urged  that  we  continue  to  progress,  increase  our 
membership,  and  alert  ourselves  to  the  seriousness 
of  the  threat  to  our  American  way  of  life. 

Mrs.  Wold,  retiring  president,  expressed  her 
sincere  thanks  to  the  officers,  committee  chairmen, 
and  district  officers  who  helped  carry  on  the  Auxil- 
iary work  for  the  year.  Mrs.  Schwartz  commended 
Mrs.  Wold  on  her  successful  year  and  suggested 
that  a rising  vote  of  appreciation  by  given  by  those 
present. 

Mrs.  H.  Russell  Brown  spoke  briefly  on  the 
value  of  the  immediate  past  president  as  a mem- 
ber of  the  Executive  Board. 

The  Courtesy  Committee  recommended  that  the 
following  receive  cards  of  appreciation: 

Mr.  John  Foster,  Exec.  Sec.  to  the  South  Dakota 
Medical  Association 
Carpenter  Hotel 

Seventh  District  Medical  Auxiliary 
Mrs.  C.  J.  McDonald,  Business  Chairman 
Mrs.  Fred  Stahmann,  Social  Chairman 
Mrs.  Leo  J.  Schaefer,  National  representative 
Mrs.  Mattie  Jennings,  our  first  state  president 
Mrs.  H.  Russell  Brown  reported  for  the  auditing 
committee  that  the  books  were  in  order  to  date, 
and  would  be  closed  after  convention  bills  were 
paid. 

Mrs.  V.  V.  Volin,  newly-elected  president,  was 
introduced  by  Mrs.  Wold,  and  spoke  brieflly,  mak- 
ing these  recommendations: 


1.  A newsletter  chairman  be  appointed  in  each 
district  to  send  news  of  that  district  to  the  State 
President  and  to  the  editor  of  the  NEWSLETTER. 

2.  Names  of  all  district  officers  and  appointed 
chairmen  should  be  reported  to  her  prior  to  Sept.  1. 

The  following  standing  committee  chairmen  were 
announced  by  Mrs.  Volin  for  the  coming  year: 
Program — Mrs.  C.  Rodney  Stoltz,  Watertown 
Organization — Mrs.  A.  B.  Scales,  Pickstown 
Legislative— Mrs.  L.  C.  Askwig,  Pierre 
Public  Relations — Mrs.  W.  H.  Saxton,  Huron 
Bulletin— Mrs.  H.  R.  Lewis,  Mitchell 
Today’s  Health— Mrs.  T.  H.  Sattler,  Yankton 
Civil  Defense — Mrs.  C.  S.  Larson,  Sioux  Falls 
Publications — Mrs.  A.  P.  Reding,  Marion 
As  there  was  no  further  business  a motion  for 
adjournment  was  made  by  Mrs.  Chalmers,  Sioux 
Falls,  and  seconded  by  Mrs.  Geib,  Rapid  City. 

Respectfully  submitted, 

TVlrc:  A P Redins.  Sec.  Pro  Tern 


The  fourth  Executive  Board  meeting  was  held 
immediately  after  the  final  general  session  of  the 
42nd  Annual  meeting  of  the  Woman’s  Auxiliary  to 
the  South  Dakota  State  Medical  Association,  on 
May  20,  1952. 

Mrs.  V.  V.  Volin  was  instructed^  to  send  copies 
of  the  recommendations  for  the  voting  on  proposed 
revisions  to  the  National  meeting  in  Chicago  to 
the  official  delegates  before  convention  time,  June 
9-13. 

The  treasurer  was  instructed  to  pay  the  follow- 
ing bills: 

District  Seven  Medical  Auxiliary  

Treasurer’s  expense  for  year  - 12.50 

Gift  to  National  Representative  (Black  Hills 
Gold  Earrings)  ; 

Office  expense  of  Organization  Chairman  5.UU 

Since  the  amount  left  in  the  state  treasury  was 
not  sufficient  to  allow  bills  as  set  forth  in  general 
sessions  for  the  past  years,  the  following  disposi- 
tion was  made: 

Mrs.  V.  V.  Volin,  Pres. -elect  for  November 

Conference  — --  — $50.00 

Mrs.  Wold  presented  the  following  bills: 

November  conference  

Auxiliary  stationery  for  all  officers 21.47 

Discretionary  fund  _ - Total  '""rs!??" 

Since  there  is  not  this  amount  in  the  treasury,  a 
check  will  be  mailed  Mrs.  Wold,  after  all  bills  are 
met,  of  NOT  more  than  $106.11. 

The  officers  presented  Mrs.  Wold  with  a gift,  a 
token  of  their  appreciation. 

Meeting  adjourned. 

Respectfully  submitted, 

Mrs.  A.  P.  Reding,  Sec.  Pro  Tern 


OFFICERS  FOR  1952-1953 

President — Mrs.  V.  V.  Volin,  Sioux  Falls 
President-elect— Mrs.  A.  B.  Scales,  Pickstown 
First  Vice-President— Mrs.  C.  Rodney  Stoltz, 
Watertown 

Second  Vice-President — Mrs.  Howard  Shreves 
Sioux  Falls 

Corresponding  Sec.-Treas.— Mrs.  Paul  Koren, 
Rapid  City 

Recording  Sec. — Mrs.  John  Hermanson, 

Valley  Springs 

Historian — Mrs.  Howard  R.  Wold,  Madison 
Editor— Mrs.  A.  P.  Reding,  Marion 


DELEGATES  TO  AMA  CONVENTION 
JUNE  9-13 

Mrs.  V.  V.  Volin,  Sioux  Falls 
Mrs.  A.  B.  Scales,  Pickstown 
Mrs.  Charles  McDonald,  Sioux  Falls 
Mrs.  A.  P.  Reding,  Marion 
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District  1 


Bruner,  Mrs.  J.  E. Aberdeen 

Bunker,  Mrs.  Paul  G.  Aberdeen 
Calene  Mrs.  John  L.  ..  Aberdeen 

Cooley,  Mrs.  F.  H.  Aberdeen 

Gelber,  Mrs.  M.  R.  ..  . Aberdeen 
Damm,  Mrs.  Walter  P.  _ Redfield 

King,  Mrs.  B.  F. Aberdeen 

King,  Mrs.  H.  I.  Aberdeen 

King,  Mrs.  Owen  Aberdeen 


Argabrite,  Mrs.  John  W. 

Watertown 
Auskaps,  Mrs.  Roman 

Lake  Norden 
Bartron,  Mrs.  G.  Robert 

Watertown 

Bartron,  Mrs.  Harry  J.  Jr. 

Clark 

Brown,  Mrs.  H.  Russell 

Watertown 
Clark,  Mrs.  Carroll  ..  Watertown 
Crawford,  Mrs.  J.  Harry 

Watertown 


Austin,  Mrs.  Dean  C.  _ Brookings 
Baughman,  Mrs.  D.  S.  ..  Madison 
Baughman,  Mrs.  R.  C.  Madison 
Benjamin,  Mrs.  Mac  Flandreau 

Boyd,  Mrs.  F.  E.  Flandreau 

Davidson,  Mrs.  Magni 

Brookings 

Friefeld,  Mrs.  Saul  _ Brookings 


Gulbrandson,  Mrs.  G.  H. 

Brookings 


Askwig,  Mrs.  L.  C Pierre 

Cov/an,  Mrs.  J.  T.  Pierre 

Martin,  Mrs.  H.  B Harrold 

Morrissey,  Mrs.  M.  M.  Pierre 


Adams,  Mrs,  H.  P.  Huron 

Buchanan,  Mrs.  Robert  A. 

Huron 

Dean,  Mrs.  Roscoe  E. 

Wessington  Springs 

Gryte,  Mrs.  C.  F. Huron 

Hagin,  Mrs.  John  C. Miller 


Martyn,  Mrs.  Wilford  E. 


Aberdeen 

Mayer,  Mrs.  R.  G.  Aberdeen 

McIntosh,  Mrs.  George  T. 

Aberdeen 

Murdy,  Mrs.  Robert  Aberdeen 
Pittenger,  Mrs.  E.  A.  Aberdeen 
Rodine,  Mrs.  J.  C.  Aberdeen 


District  2 


Fershings,  Mrs.  Jennings 

Bryant 

Huber,  Mrs.  Robert  Watertown 
Kilgard,  Mrs.  Ross  N. 

Watertown 

Kooperman,  Mrs.  Myer 

Estelline 

Larson,  Mrs.  Myron  W. 

Watertown 

Magee,  Mrs.  William  G. 

Watertown 

Maxwell,  Mrs.  Richard  T. 

Clear  Lake 

Randall,  Mrs.  O.  Samuel 

Watertown 


District  3 


Henry,  Mrs.  Robert  B. 

Brookings 

Hurewitz,  Mrs.  Marvin 


Flandreau 

Kolp,  Mrs.  Berton  Volga 

Patt,  Mrs.  Walter  H.  ..  Brookings 

Peeke,  Mrs.  A.  P. Volga 

Plowman,  Mrs.  E.  T.  - Brookings 
Roberts,  Mrs.  Charles  Jr. 


Lake  Preston 


District  4 


Riggs,  Mrs.  T.  F Pierre 

Robbins,  Mrs.  C.  E. Pierre 

Salladay,  Mrs.  1.  R.  Pierre 

Simon,  Mrs.  S.  B.  Pierre 


District  5 


Hohm,  Mrs.  Paul  Huron 

Hohm,  Mrs.  Ted  Huron 

Hofer,  Mrs.  Emil  Huron 

Jacoby,  Mrs.  Hans Huron 

Lenz,  Mrs.  B.  T Huron 

Leigh,  Mrs.  Fred  Huron 

Pangburn,  Mrs.  M.  W.  Miller 


Rosenberger,  Mrs.  Henry 

Aberdeen 

Scallin,  Mrs.  Paul  R.  Redfield 
Schuchardt,  Mrs.  1.  L. 

Aberdeen 

Steele,  Mrs.  Granville  H. 

Aberdeen 

Vogele,  Mrs.  C.  L. Aberdeen 

Williams,  Mrs.  Mark  F.  Conde 


Reul,  Mrs.  Thomas  W. 

Watertown 

Rousseau,  Mrs.  Maurice  C. 

Watertown 

Scheib,  Mrs.  Alton  P. 

Watertown 

Stoltz,  Mrs.  C.  Rodney 

Watertown 

Vaughn,  Mrs.  James 

Castlewood 
Walters,  Mrs.  Stanley 

Watertown 
Willen,  Mrs.  Abner Clark 


Scheller,  Mrs.  Donald 

Arlington 

Tank,  Mrs.  Myron  C.  __  Brookings 
Watson,  Mrs.  E.  S.  Brookings 
Weir,  Mrs.  Mathew  J. 

Brookings 

Westaby,  Mrs.  J.  R.  Madison 

Whitson,  Mrs.  George  E. 

Madison 

Wold,  Mrs.  Howard  R.  Madison 


Swanson,  Mrs.  C.  E. Pierre 

Tesar,  Mrs.  C.  E. Midland 

Van  Heuvelin,  Mrs.  G.  J.  ..  Pierre 


Saylor,  Mrs.  H.  L.  Sr.  Huron 

Saylor,  Mrs.  H.  L.  Jr.  Huron 

Saxton,  Mrs.  W.  H.  Huron 

Tschetter,  Mrs.  Joseph Huron 

Tschetter,  Mrs.  Paul  Huron 
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Bobb,  Mrs.  E.  C.  Mitchell 

Dick,  Mrs.  L.  C. Spencer 


I Delaney,  Mrs.  W.  A.  Jr. 

I Mitchell 

: Delaney,  Mrs.  W.  A.  Sr. 

; Mitchell 

■ Delaney,  Mrs.  R.  J. Mitchell 

I Fritz,  Mrs.  W.  R. Mitchell 


; Akland,  Mrs.  Leonard 
; Sioux  Falls 

; Anderson,  Mrs.  Warren  R. 

Sioux  Falls 

Arneson,  Mrs.  Wallace  A. 

Sioux  Falls 
Barr,  Mrs.  Ronald  W. 

Sioux  Falls 

. Billingsley,  Mrs.  Paul  R. 

■ Sioux  Falls 

I Billion,  Mrs.  Thomas  J. 

j Sioux  Falls 

Billion,  Mrs.  Thomas  J.  Sr. 
j Sioux  Falls 

^ Brandon,  Mrs.  Palmer 
! Sioux  Falls 

; Breit,  Mrs.  Donald  H. 

< Sioux  Falls 

II  Chalmers,  Mrs.  James  H. 

i Sioux  Falls 

j|  Dehli,  Mrs.  H.  M.  Colton 

Donahoe,  Mrs.  John  W. 

Sioux  Falls 
Donahoe,  Mrs;  Robert 

Sioux  Falls 

[ Donahoe,  Mrs.  Stephen  A. 

Sioux  Falls 
Driver,  Mrs.  D.  R.  ...  Sioux  Falls 
Duimstra,  Mrs.  Fred 
I Sioux  Falls 

! Eneboe,  Mrs.  E.  E.  .. Alcester 

i Erickson,  Mrs.  C.  Charles 

Sioux  Falls 

Erickson,  Mrs.  Emil  G. 

Sioux  Falls 

Farrell,  Mrs.  H.  William 

Sioux  Falls 

i Gage,  Mrs.  Earl  E.  ....  Sioux  Falls 

i Green,  Mrs.  Cloid  . Canton 

i Green,  Mrs.  Ralph  D. 

' Sioux  Falls 

Greenfield,  Mrs.  Russell  E. 

' Sioux  Falls 

■ Greeiiough,  Mrs.  Edward  E. 

i Sioux  Falls 

j Gregg,  Mrs.  John  B. 

Sioux  Falls 

Groebner,  Mrs.  Otto  A. 

Sioux  Falls 

: Grove,  Mrs.  M.  Stuart 
I Sioux  Falls 


j Adams,  Mrs.  G.  S.  Yankton 

I Andre,  Mrs.  Hugo  Vermillion 

: Auld,  Mrs.  M.  A. Yankton 

: Eyres,  Mrs.  Thomas  E. 

! Vermillion 

! Flynn,  Mrs.  Eugene  ..  Pickstown 

Forster,  Mrs.  K Tyndall 

i 


District  6 


Gillis,  Mrs.  F.  D.  Jr Mitchell 

Gillis,  Mrs.  F.  D.  Sr. Mitchell 

Hoyne,  Mrs.  A.  H.  Salem 

Lewis,  Mrs.  H.  R.  Mitchell 

Lloyd,  Mrs.  J.  H.  Mitchell 

Moran,  Mrs.  C.  S.  Mitchell 

Murphy,  Mrs.  J.  T.  Mitchell 

Nelimark,  Mrs.  D.  R.  ....  Mitchell 


District  7 


Hage,  Mrs.  Wilfred  J. 

Sioux  Falls 

Harris,  Mrs.  Albert  M. 

Sioux  Falls 

Harris,  Mrs.  Michael  A. 

Sioux  Falls 

Hermanson,  Mrs.  John  M. 

Valley  Springs 
Hieb,  Mrs.  Wilbert  E.  ...  Marion 
Hofer,  Mrs.  Ernest  J.  Freeman 
Hoskins,  Mrs.  James  H. 

Hyden,  Mrs.  Anton  Sioux  Falls 
Ihle,  Mrs.  Charles  W.  Jr. 

Sioux  Falls 

Johnson,  Mrs.  John  E. 

Sioux  Falls 
Jones,  Mrs.  Warren  Sioux  Falls 
Kemper,  Mrs.  Carlos  E.  ..  Viborg 
Kilness,  Mrs.  Arthur  W. 

Sioux  Falls 
King,  Mrs.  Lyndon  . Sioux  Falls 
Kittleson,  Mrs.  Horace  O. 

Sioux  Falls 

Kittleson,  Mrs.  J.  A. 

Sioux  Falls 

Kohlmeyer,  Mrs.  Fred  C. 

Sioux  Falls 

Lanam,  Mrs.  Merwin  O. 

Sioux  Falls 

Larson,  Mrs.  C.  Stanley 

Sioux  Falls 

Leraan,  Mrs.  Luther  G. 

Sioux  Falls 

Logan,  Mrs.  Robert  W. 

Sioux  Falls 

Manning,  Mrs.  Don  H. 

Sioux  Falls 

Maresh,  Mrs.  Everett  R. 

Sioux  Falls 

McDonald,  Mrs.  Charles  J. 

Sioux  Falls 

McGreevy,  Mrs.  Edmond  J. 

Sioux  Falls 

McGreevey,  Mrs.  John  V. 

Sioux  Falls 

Mitchell,  Mrs.  Charles  B. 

Sioux  Falls 

Myrabo,  Mrs.  Arnold  K. 

Sioux  Falls 

Nelson,  Mrs.  James  A. 

Sioux  Falls 


District  8 


Haas,  Mrs.  F.  W. Yankton 

Hansen,  Mrs.  H.  F.  ....  Vermillion 

Hill,  Mrs.  J.  F.  ..  Yankton 

Honke,  Mrs.  R.  W.  Wagner 

Hubner,  Mrs.  R.  F. Yankton 

Johnson,  Mrs.  Clark  ....  Yankton 


Rieb,  Mrs.  W.  G.  Parkston 

Skogmo,  Mrs.  B.  R. Mitchell 

Tobin,  Mrs.  F.  J. Mitchell 

Tobin,  Mrs.  L.  W.  Mitchell 

Vonburg,  Mrs.  V.  R. Mitchell 

Weber,  Mrs.  R.  A. Mitchell 


Nessa,  Mrs.  Neilius  J. 

Sioux  Falls 

Nilsson,  Mrs.  Frederick  C. 

Sioux  Falls 

Ogborn,  Mrs.  Robert  J. 

Sioux  Falls 
Opheim,  Mrs.  O.  V.  ..  Sioux  Falls 
Opheim,  Mrs.  Warren  L. 

Sioux  Falls 

Pankow,  Mrs.  Louis  J. 

Sioux  Falls 

Quinn,  Mrs.  Robert  R. 

Sioux  Falls 

Rayburn,  Mrs.  Frederick  W. 

Sioux  Falls 

Reagan,  Mrs.  Paul  C. 

Sioux  Falls 
Rich,  Mrs.  Edward  L. 

Sioux  Falls 

Rosenbaum,  Mrs.  Curt  L. 

Sioux  Falls 
Sercl,  Mrs.  William  F. 

Sioux  Falls 

Shreves,  Mrs.  Howard  B. 

Sioux  Falls 

Stahmann,  Mrs.  Fred  S. 

Sioux  Falls 

Stenberg,  Mrs.  Edwin  S. 

Sioux  Falls 

Stern,  Mrs.  Charles  A. 

Sioux  Falls 

Stevens,  Mrs.  George 

Sioux  Falls 
Stevens,  Mrs.  Roy  G. 

Sioux  Falls 

Suchow,  Mrs.  Earl  E. 

Sioux  Falls 

Unruh,  Mrs.  Benjamin  H. 

Sioux  Falls 

Van  Demark,  Mrs.  Robert  E. 

Sioux  Falls 

Van  Demark,  Mrs.  Walter  E. 

Sioux  Falls 

Van  Lier,  Mrs.  Pieter  C. 

Sioux  Falls 

Volin,  Mrs.  Henri  P Lennox 

Volin,  Mrs.  Verlyne  V. 

Sioux  Falls 

Wessman,  Mrs.  Newton  E. 

Sioux  Falls 

Wieseler,  Mrs.  Rudolph  J. 

Sioux  Falls 


Jordan,  Mrs.  George  F. 

Vermillion 

Kalda,  Mrs.  E.  F. Platte 

Klima,  Mrs.  Herman  ....  Yankton 
Livingston,  Mrs.  Robert 

Yankton 

McVay,  Mrs.  C.  B Yankton 
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Ohlmacher,  Mrs.  J.  C. 

Aberdeen 

Ranney,  Mrs.  Brooks  ....  Yankton 
Reding,  Mrs.  A.  P.  Marion 


Bailey,  Mrs.  J.  D.  . ..  Rapid  City 
Baker,  Mrs.  C.  E.  ..  Belle  Fourche 
Berkman,  Mrs.  David  S. 

Rapid  City 

Davis,  Mrs.  J.  H.  ..  Belle  Fourche 
Dawley,  Mrs.  W.  A.  ..  Rapid  City 
Erickson,  Mrs.  John  . Rapid  City 
Geib,  Mrs.  Wayne  ....  Rapid  City 
Grau,  Mrs.  Harold  Rapid  City 

Hare,  Mrs.  Lyle  Spearfish 

Holleman,  Mrs.  W.  W. 

Rapid  City 

Jackson,  Mrs.  A.  S.  Lead 


Hayes,  Mrs.  Robert  Winner 


Jestadt,  Mrs.  J. Lemmon 


Gregory,  Mrs.  D.  A.  ....  Milbank 
Judge,  Mrs.  Walter Milbank 


Sattler,  Mrs.  T.  H.  Yankton 

Scales,  Mrs.  A.  B.  Pickstown 

Schwartz,  Mrs.  E.  R.  ....  Yankton 
Stansbury,  Mrs.  E.  M. 

Vermillion 


District  9 


Jernstrom,  Mrs.  Roy 

Rapid  City 

Johnson,  Mrs.  C.  A. 

Belle  Fourche 
Kegaries,  Mrs.  D.  L. 

Rapid  City 

Kobza,  Mrs.  V.  V. Rapid  City 

Koren,  Mrs.  Paul Rapid  City 

Lampert,  Mrs.  A.  A.  . Rapid  City 
Lemley,  Mrs.  Ray  E. 

Rapid  City 

Merryman,  Mrs.  M.  P. 

Rapid  City 

Minty,  Mrs.  F.  W.  ____  Rapid  City 


District  10 


Quinn,  Mrs.  Robert  J.  Burke 


District  11 


Lowe,  Mrs.  Cecil  Mobridge 

Spiry,  Mrs.  A.  W.  Mobridge 


District  12 


Karlins,  Mrs.  Walter Webster 


Steele,  Mrs.  J.  P.  Yankton 

Tidd,  Mrs.  J.  T.  _____ Yankton 

Willcockson,  Mrs.  T.  H.  Yankton 
Williams,  Mrs.  D.  B.  Yankton 


McCroskey,  Mrs.  R.  C. 

Rapid  City 

Newby,  Mrs.  H.  D.  ....  Rapid  City 
Olsson,  Mrs.  Gordon  S. 

Rapid  City 

Olson,  Mrs.  W.  E.  ....  Fort  Meade 

O’Toole,  Mrs.  T.  F Rapid  City 

Owen,  Mrs.  G.  S.  Rapid  City 

Roper,  Mrs.  Charles  E. 

Hot  Springs 

Spain,  Mrs.  M.  L. Rapid  City 

Yackley,  Mrs.  James  V. 

Rapid  City 


Wilson,  Mrs.  R.  W. Burke 


Totten,  Mrs.  F.  C. Lemmon 


Lovering,  Mrs.  Joseph  ..  Webster 
Pfister,  Mrs.  Faris  Webster 
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Bacteriological  Studies  in  Idiopathic 
Epilepsy  and  Schizophrenia 

Edward  C.  Rosenow,  M.D. 

Bacteriologic  Research,  Longview  Hospital 
Cincinnati,  Ohio 


The  successful  reproduction  in  animals  and 
the  obtaining  of  serologic  and  other  criteria 
indicating  causal  relationship  of  alpha  strep- 
tococci isolated  in  studies  of  diverse  diseases, 
I ■ 2 including  diseases  of  the  nervous  system, 
currently  considered  as  due  to  causes  other 
than  infection  furnished  important  evidence 
suggesting  that  respective  specific  types  of 
alpha  streptococci  might  be  etiologic  in  idio- 
pathic epilepsy  and  schizophrenia.  The  results 
of  b&cteriologic  studies  in  the  following  di- 
seases and  which  were  reproduced  or  simu- 
lated in  animals  with  respective  alpha  strep- 
tococci isolated  from  nasopharynx  or  other 
foci  of  infection  were  especially  relevant:  — 
epidemic  and  post-operative  hiccup, 2-  4 per- 
sistent sneezings  and  convulsions,^  muscular 
spasms  during  general  anaesthesia  or  ether 
convulsions,®'  spasmodic  torticollis,®  res- 
piratory arrhythmia, 9 Sydenham’s  Chorea 
and  Myasthenia  gravis.^  ^2 

The  occurrence  of  convulsions  or  spasms  in 
109  or  17%  of  629  rhesus  monkeys  from  whose 
brains,  alpha  streptococci  were  isolated  in  50 
or  60%  of  83  cultured  following  cerebral  in- 
oculation of  natural  and  experimental  viruses 
of  poliomyelitis  and  encephalitis  from  which 
this  type  of  streptococci  was  isolated  and  in 
somewhat  higher  incidence  following  inocula- 
tion of  neurotropic  streptococci  isolated  in 
studies  of  poliomyelitis  and  encephalitis; 
from  outdoor  air  in  summer  during  such 
epidemics,  the  changes  which  such  strep- 
tococci undergo  seasonally  at  ground  level 
and  on  exposure  to  the  high  frequency  field 
of  radiant  energy  are  all  suggestive  of  the 
possibility  that  epilepsy  and  schizophrenia 
may  be  caused  by  specific  types  of  alpha 
streptococci. 

The  recovery  from  symptoms  in  nervous 
states  or  psychoses  following  the  removal  of 
infected  teeth  from  which  neurotropic  alpha 

* And  address  delivered  at  a meeting  of  the  South 

Dakota  State  Medical  Association,  Sioux  Falls, 

South  Dakota,  May  20,  1952. 


streptococci  were  isolated,  which  on  inocula- 
tion in  rabbits  caused  extreme  excitation;  and 
the  favorable  results  from  the  use  of  vaccines 
prepared  from  neurotropic  alpha  streptococci 
were  taken  to  indicate  that  a specific  type  of 
streptococcus  might  be  causative  of  schizo- 
phrenia. 

The  strange  behavior  of  rhesus  monkeys 
such  as  threatening  to  attack,  extreme  excita- 
tion in  which  they  dashed  about  violently,  the 
apparent  seeing  of  imaginary  objects  or  of 
hearing  noises  and  cataleptic  states  which 
occurred  following  intracerebral  inoculation 
of  neurotropic  alpha  streptococci  as  an  in- 
tegral part  of  other  symptoms,  such  as 
blurred  vision  or  blindness,  nystagmus,  myo- 
clonic spasms  and  flaccid  or  spastic  paralysis 
suggested  a streptococcal  etiology  in  schizo- 
phrenia.''®' ''® 

During  the  course  of  such  studies.  I in- 
oculated monkeys  and  rabbits  with  strep- 
tococci isolated  from  the  nasopharynx  of  a 
patient,  a middle-aged  woman,  who  was  suf- 
fering from  an  acute  attack  of  “psychoneu- 
rosis.” The  patient  made  a slow  recovery 
under  insulin  shock  treatment.  She  remained 
apparently  well  for  eight  years,  when  she  had 
a recurrence  incident  to  the  death  of  a son. 

My  studies  were  made  at  the  time  of  an 
attempted  suicide  during  her  first  attack. 
Material  obtained  on  the  swab  from  her  naso- 
pharynx was  washed  off  in  2 ml.  of  sodium 
chloride  solution.  Blood  agar  streak  cultures 
of  the  sodium  chloride  suspension  revealed 
large  numbers  of  colonies  of  alpha  strep- 
tococci, and  short-chained  streptococci  grew 
out  in  pure  culture  in  dextrose-brain  broth. 
The  sodium  chloride  solution  suspension  of 
the  nasopharyngeal  swabbing  was  inoculated 
intracerebrally  into  the  right  frontal  lobe  of 
two  rabbits  and  one  monkey. 

Severe  tremors  and  excitation  developed  in 
both  rabbits.  At  times  they  dashed  about  in  a 
wild  fashion  unmolested  in  their  caee.s. 
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Hemorrhagic  edema  of  the  lungs  and  severe 
congestion  of  the  brain  were  found  at  necropsy 
in  both  rabbits,  and  large  numbers  of  the 
streptococci  were  isolated  from  the  brain  and 
blood  after  death. 

Symptoms  in  the  monkey  were  similar.  It 
became  extremely  excitable  the  day  after  in- 
oculation. On  the  second  day,  and  for  five 
days  thereafter,  excitability  and  hyperirrit- 
ability were  extreme.  The  animal  seemed  dis- 
oriented most  of  the  time.  It  often  acted  as 
if  it  saw  imaginary  threatening  objects  al- 
ways on  its  left  side.  Spinal  puncture  made 
on  the  day  following  inoculation  revealed 
slightly  turbid  fluid  from  which  the  strep- 
tococcus was  isolated  in  pure  culture.  The 
brain  after  death  was  diffusely  congested. 
There  was  no  gross  evidence  of  meningitis 
and  no  mark  at  the  site  of  intracerebral  inocu- 
lation in  the  right  frontal  lobe.  A large  blood 
clot  was  found  in  the  left  cerebral  ventricle 
adherent  to  the  choroid  plexus.  The  viscera 
were  normal.  Cultures  in  dextrose-brain 
broth  of  pipettings  of  the  brain  substance  ad- 
mixed with  cerebrospinal  fluid  yielded  a pure 
culture  of  the  streptococcus.  Cultures  from 
the  blood  and  brain  on  blood  agar  plates 
proved  sterile. 

One  additional  rabbit  was  inoculated  with 
1.2  ml.  of  a 1:200  dilution  of  the  dextrose-brain 
broth  culture  of  the  streptococcus  isolated 
from  the  spinal  fluid  on  the  second  day,  and 
one  monkey  was  given  2 ml.  intracerebrally 
and  3 ml  intraspinally  of  a Berkefeld  filtrate 
of  10%  emulsion  of  the  brain  of  the  monkey. 
The  third  rabbit  developed  symptoms  similar 
to  those  of  the  two  rabbits  that  received  the 
sodium  chloride  solution  suspension  from  the 
nasopharynx  of  the  patient.  The  monkey  re- 
mained free  from  symptoms  for  twenty  days, 
when  it  became  extremely  excitable  and  re- 
peatedly threatened  to  charge  when  observed 
in  its  cage.  On  being  prodded  it  developed 
severe  tremors  and  slight  clonic  spasms.  The 
temperature  was  106°  F.  The  following  day 
the  temperature  was  105.2°  F.  It  continued 
to  be  extremely  excitable,  threatening  to 
charge  for  several  days;  then  it  recovered 
gradually.  It  remained  well  for  three  months, 
when  it  was  inoculated  with  material  from 
another  source. 

The  disappearance  of  seizures  in  epilepsy 
following  the  use  in  guarded  dosage  of  vac- 
cines prepared  from  the  streptococcus  as  iso- 


lated from  the  nasopharynx  and  infected 
teeth  in  dextrose-brain  broth  in  a small  num- 
ber of  cases  of  epilepsy  as  opportunity  oc- 
curred indicated  a streptococcal  etiology  in 
this  dread  disease. 

In  addition,  results  similar  though  less 
striking  as  in  the  following  case  were  noted. 
The  importance  of  foci  of  infection  harboring 
alpha  streptococci  was  vividly  shown  in  a 
case  of  idiopathic  epilepsy  in  a man  of  middle 
age,  a teacher,  whose  recurring  grand  mal 
seizures  had  become  so  frequent  as  to  dis- 
qualify him  from  his  occupation.  A general 
examination  revealed  nothing  of  importance 
except  for  a pulpless  roentgenographically 
positive  tooth.  During  the  local  injection  of 
novacaine  for  the  extraction  of  this  tooth,  the 
patient  fell  to  the  floor  in  a typical  grand  mal 
seizure.  A sample  of  blood  was  withdrawn 
during  the  attack  for  cultures  and  serplogic 
study.  Immediately  following  recovery  from 
the  seizure,  the  patient’s  tooth  was  extracted 
in  a sterile  manner.  Cultures  in  dextrose- 
brain  broth  from  the  blood  and  apex  of  the 
tooth  yielded  a pure  growth  of  an  alpha  strep- 
tococcus which,  on  intracerebral  inoculation 
of  rabbits,  produced  convulsions.  The  strep- 
tococci, both  from  the  tooth  and  blood,  were 
agglutinated  specifically  by  the  patient’s 
serum.  The  grand  mal  seizures  disappeared 
and  did  not  return  for  a period  of  9 years. 

A study  of  cases  of  epilepsy  and  dementia 
precox  from  the  infectious  standpoint  was 
undertaken  while  at  the  Mayo  Foundation  in 
1943  and  1944.  The  cases  studied  resided  in 
the  Rochester,  Minnesota  State  Hospital. 
Respective  specific  types  of  alpha  streptococci 
were  isolated  and  through  the  cooperation  of 
Eli  Lilly  & Co.,  horses  were  immunized  with 
appropriate  dilutions  of  the  freshly  isolated 
streptococci  whose  specificity  was  maintained 
in  dehydrated  form  at  10°  C in  very  dense 
suspension  of  glycerin,  two  parts  and  satur- 
ated NaCl  solution,  one  part.  The  anti- 
streptococcal  horse  serum  thus  obtained 
was  used  in  agglutination  and  precipitation 
experiments  and  the  euglobulin  fraction  in 
cutaneous  tests  served  as  a means  of  demon- 
strating respective  specific  streptococcal  anti- 
gen in  skin  or  blood.  ^ ® Owing  to  my  becom- 
ing “of  age”  at  the  Mayo  Foundation,  these 
and  other  studies  were  unavoidably  inter- 
rupted. However,  opportunity  for  continuing 
studies  on  the  production  of  thermal  antibody 
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from  streptococci  became  available  through 
Alexander  Goetz  and  Robert  Milliken  at  the 
California  Institute  of  Technology.  One  year 
later,  owing  to  the  creation  of  a special  fund 
by  Martin  Fischer,  Professor  of  Physiology  of 
The  University  of  Cincinnati  and  its  adminis- 
tration by  Dr.  Earl  A.  Baber,  Superintendent 
of  Longview  Hospital,  Cincinnati,  Ohio,  I had 
opportunity  to  resume,  full  time,  my  studies 
of  epilepsy  and  schizophrenia  from  a bac- 
teriological point  of  view. 

Isolalion  and  Agglutination  of  Streptococci 

Convincing  evidence  that  respective  specific 
types  of  alpha  streptococci  may  in  fact  be 
causative  of  both  epilepsy  and  schizophrenia 
have  now  been  obtained  during  extended 
studies  at  Longview  Hospital.  Respective 
specific  types  of  alpha  streptococci  have  been 
isolated  consistently  in  dextrose-brain  broth 
from  nasopharynx,  infected  teeth  and  some- 
times from  the  blood  in  epilepsy  and  schizo- 
phrenia and  in  epilepsy  especially  from  the 
blood  obtained  shortly  before  or  during  grand 
mal  seizures.  The  respective  strains  were 
agglutinated  and  extracts  in  NaCl  solution 
and  solutions  of  the  respective  polysacchar- 
ides were  precipitated  in  high  incidence  by 
the  serum  of  patients  and  by  the  serum  of 
horses  that  had  been  immunized  with  the 
streptococcus. 

Similar  specific  agglutinative  titers  were 
obtained  with  the  respective  antiserums  pre- 
pared in  horses  and  rabbits  and  the  thermal 
antibody  prepared  in  vitro  in  NaCl  solution  in 
the  autoclave  at  17  pounds  pressure  for  96 
hours  and  in  NaCl  solution  in  the  autoclave 
for  3. hours  after  adding  1.5%  hydrogen  per- 
oxide. Moreover,  evidence  of  specificity  was 
likewise  obtained  in  absorption  tests  with  the 
respective  streptococci  in  the  case  of  serums 
of  patients,  antiserums  of  horses  and  rabbits 
and  thermal  antibodies.  The  results  of  pre- 
cipitation reactions  between  solutions  of  the 
polysaccharides  of  the  respective  streptococci 
and  the  antiserums  prepared  in  horses  and 
rabbits  and  the  serums  of  persons  ill  were 
likewise  highly  specific  and  finally  specific 
the  interface  between  NaCl  solution  wash- 
precipitations  occurred  in  high  incidence  at 
ings  of  nasopharyngeal  swabbings  and  the 
antiserums  of  horses  and  rabbits  and  the 
serum  of  patients.'*'^ 

Localizaiion  of  the  Streptococcus  in  Animals 

Intracerebral  inoculation  of  suspensions  in 


NaCl  solution  of  material  directly  from  naso- 
pharynx, tonsils  and  infected  teeth,  of  dext- 
rose-brain broth  cultures  diluted  1-200  to  1- 
10,000  from  46  cases  of  idiopathic  epilepsy 
into  106  rabbits  caused  hyperirritability  in 
25%,  tremors  and  spasms  in  75%^  and  con- 
vulsions resembling  grand  mal  in  34%.  Sim- 
ilar inoculation  in  19  rabbits  of  the  heat  killed 
streptococcus  of  dextrose-brain  broth  cultures 
and  of  filtrates  of  such  cultures  caused  hy- 
perirritability in  11%,  tremors  and  spasms  in 
75%  and  generalized  convulsions  in  47%.  In 
sharp  contrast,  intracerebral  inoculation  of 
NaCl  solution  suspensions  of  material  directly 
from  nasopharyngeal  swabbings  or  of  dext- 
rose-brain broth  cultures  diluted  1-200  to  1- 
10,000  from  45  cases  of  schizophrenia  was 
made  in  77  rabbits.  Hyperirritability,  great 
excitation,  often  associated  with  disorienta- 
tion, developed  in  87%,  tremors  in  79%, 
spasms  in  21%  and  convulsions  in  only  3%. 

The  results  obtained  in  mice  were  similar. 
Thus  following  intracerebral  injection  of  the 
streptococcus  as  isolated  in  dextrose-brain 
broth  from  the  nasopharynx  of  30  persons 
having  epilepsy  and  from  the  brain  of  mice 
that  succumbed  to  experimental  epilepsy 
through  9 consecutive  brain  to  brain  passages, 
spasms  developed  in  93%  and  convulsions  in 
69%  of  130  mice  inoculated.  Of  44  control 
mice  similarly  inoculated  with  the  strepto- 
coccus from  the  nasopharynx  of  well  persons, 
spasms  occurred  in  only  7%  and  convulsions 
in  2%.  On  similar  inoculation  of  the  heat 
killeded  streptococcus  from  4 epileptics  inocu- 
lated into  II  mice,  spasms  developed  in  73% 
and  convulsions  in  60%.  Filtrates  of  cultures 
of  the  streptococci  from  6 epileptics  inocu- 
lated into  22  mice  produced  spasms  in  50% 
and  convulsions  in  18%.  No  spasms  or  con- 
vulsions developed  following  inoculation  of 
live  streptococci  isolated  from  well  controls 
nor  with  the  corresponding  heat  killed  cul- 
tures and  corresponding  filtrates.  Similar 
spasms  and  convulsons  in  mice  followed  in- 
oculation of  the  streptococcus  from  “petit 
mal”  epilepsy  and  mentally  deteriorated 
epileptics.  During  the  course  of  these  ex- 
periments, a pregnant  mouse  that  remained 
apparently  well  following  repeated  intra- 
cerebral inoculation  of  the  streptococcus  from 
epilepsy  gave  birth  to  4 apparently  healthy 
baby  mice.  One  of  these  was  seen  to  die  in  a 
grand  mal  seizure  several  weeks  after  birth. 
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The  remaining  three  grew  to  maturity  and 
spasms  were  not  seen  to  occur.  This  occur- 
rence was  first  considered  as  perhaps  an  ex- 
ample of  hereditary  epilepsy.  However,  a 
pure  culture  of  the  streptococcus,  was  isolated 
from  the  brain  in  serial  dilution  cultures  in 
dextrose-brain  broth.  The  streptococcus  from 
the  end  point  of  growth  produced  spasms  in 
19  and  convulsions  in  16  of  22  mice  that  were 
repeatedly  inoculated  intranasally.^  ® 

Mice  receiving  the  living  cultures  often 
succumbed  from  overwhelming  spasms.  Those 
receiving  the  dead  organisms  usually  had  re- 
curring spasms  for  2 to  5 days  and  those  re- 
ceiving filtrates  of  active  cultures  had  re- 
curring spasms  and  seizures  resembling  grand 
mal  for  from  6 to  24  hours  and  then  recovered. 
The  experimental  seizures  resembled  those 
in  human  beings  in  important  respects.  They 
occurred  abruptly  in  animals  seemingly  well 
between  attacks.  They  often  fell  to  their  sides 
and  sometimes  backwards  unconscious  (fall- 
ing sickness)  as  violent  generalized  spasms 
occurred.  Recovery  during  quiescent  inter- 
vals seemed  complete  as  in  epilepsy  and  loss 
of  bladder  control  occurred  during  especially 
severe  seizures.  Examination  of  the  brain  in 
mice  that  succumbed  during  status  epilepticus 
revealed  ischemia  of  the  cerebral  cortex  in- 
stead of  congestion  as  occurs  following  in- 
jection of  the  streptococcus  of  encephalitis. 
There  was  no  mark  at  the  point  of  injection 
in  the  right  frontal  lobe.  Suppurative  menin- 
gitis was  not  observed.  Cultures  from  the 
brain  of  mice  that  succumbed  to  inoculation 
of  live  cultures  yielded  the  streptococcus. 

Diagnostic  Cutaneous  Antibody-Antigen 
and  Antigen-Antibody  Reactions 

During  extended  studies  of  epilepsy  at 
Longview  Hospital  and  studies  of  epileptic 
colonies  at  Gallipolis,  Ohio  and  Dixon,  Illinois, 
the  average  immediate  erythematous  reaction 
to  intradermal  injection  of  thermal  anti-body 
prepared  in  the  autoclave  from  streptococci 
isolated  in  studies  of  epilepsy  in  330  grand 
mal  epileptics  remote  from  schizophrenia  was 
12.00  sq.  cm.,  to  schizophrenic  antibody,  5.82 
sq.  cm.  and  to  arthritis  streptococcal  antibody, 
2.24  sq.  cm.  Cutaneous  reactions  to  thermal 
and  natural  antibodies  in  petit  mal  were 
similar  to  those  obtained  in  grand  mal  epilep- 
sy. In  26  epileptics  in  contact  with  schizo- 
phrenics, the  corresponding  reactions  were 
10.91  sq.  cm.;  7.08  sq.  cm.  and  2.60  sq.  cm. 


respectively  indicating  that  prolonged  ex- 
posure of  “epileptics”  to  “schizophrenics”  re- 
sulted in  inapparent  though  active  infection 
by  the  schizophrenic  type  of  streptococcus. 
Attendants  and  nurses  in  wards  caring  for 
large  numbers  of  schizophrenics  also  reacted 
abnormally  to  antibody  prepared  from  the 
streptococcus  isolated  in  studies  of  schizo- 
phrenia. Reactions  in  epileptics  to  thermal 
antibody  indicating  specific  streptococcal 
antigen  in  skin  or  blood  were  found  especially 
high  shortly  before  seizures,  highest  during 
grand  mal  seizures,  lowest  shortly  after 
seizures  and  then  increased  gradually  until 
the  next  grand  mal  occurred.  A sharp  clear- 
ance of  specific  antigen  occurred  during 
seizures.  Specific  streptococcal  agglutinins 
and  specific  antibody  as  revealed  by  the  intra- 
dermal injection  of  specific  streptococcal  anti- 
gen were  increased  immediately  after  seiz- 
ures. Moreover,  results  from  the  intradermal 
injection  of  epileptic  thermal  antibody  have 
shown  that  the  administration  of  phenobar- 
bital  and/or  dilantin  does  not  eliminate  the 
reaction  to  thermal  antibody  even  when  given 
in  dosage  sufficient  to  prevent  seizures  in- 
dicating that  the  mental  depression  in  such 
cases  may  not  be  due  wholly  to  the  ant-con- 
vulsant  drugs.  Results  of  cutaneous  tests  in 
epilepsy  have  been  confirmed  by  Bering  in 
a meticulous  study  of  a large  number  of  cases 

at  the  London  Hospital. ''8 

The  two  types  of  streptococcal  antibody; 
natural  antibody  prepared  in  the  serum  of 
horses  and  artificial  antibody'’®  prepared  in 
vitro  in  the  autoclave  from  NaCl  solution  sus- 
pensions, have  been  found  highly  useful  in 
eliciting  almost  immediate  erythematous  re- 
actions on  intradermal  injection  indicating 
specific  streptococcal  antigen  in  skin  or  blood 
in  diverse  diseases  and  hence  a corresponding 
streptococcal  infection.  Thermal  antibodies 
used  in  cutaneous  tests  were  prepared  by 
autoclaving  suspensions  of  streptococci  in 
isotonic  NaCl  solution  for  96  hours  or  for  but 
3 hours  after  adding  1.5%  hydrogen  per- 
oxide.20  Routinely  three  thermal  antibodies 
prepared  without  hydrogen  peroxide  were  in- 
jected introdermally  prepared  respectively 
from  streptococci  isolated  in  studies  of  epil- 
epsy and  schizophrenia  and  as  a control  from 
arthritis.  The  degree  of  reactions  in  persons 
ill  proved  remarkably  specific.  Thus  of  468 
persons  having  schizophrenia,  the  average 
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erythematous  reaction  to  the  “schizophrenic” 
thermal  antibody  was  8.33  sq.  cm.,  to  “epilep- 
tic” antibody  4.37  sq.  cm.  and  to  “arthritic” 
antibody  2.15  sq.  cm.  Reactions  to  “epileptic” 
antibody  in  schizophrenics  exposed  to  epilep- 
tics, while  less  than  to  schizophrenic  anti- 
body, were  greater  than  in  schizophrenics  not 
exposed  to  epilepsy.  Reactions  to  schizo- 
phrenic antibody  in  cases  of  manic  depressive 
psychosis,  involutional  psychosis  and  par- 
anoia were  somewhat  less  pronounced  than 
in  schizophrenics.  Persons  having  acute,  sub- 
acute and  rheumatoid  arthritis  reacted  dif- 
ferentially to  antibody  prepared  from  strep- 
tococci isolated  in  studies  of  arthritis.  The 
average  reaction  was  10  sq.  cm.  in  81  cases  of 
arthritis.  Cutaneous  reactions  to  the  three 
types  of  antibody  in  well  persons,  not  ex- 
posed to  schizophrenia,  were  negligible.  Re- 
actions to  schizophrenic  thermal  antibody  in 
well  attendants,  nurses  and  physicians  were 
directly  proportional  to  the  degree  of  ex- 
posure, but  were  significantly  less  than  in 
persons  having  schizophrenia.  The  reaction 
to  schizophrenic  thermal  antibody  in  a group 
of  54  persons  having  active  symptoms  charac- 
teristic of  schizophrenia  or  manic  depressive 
psychosis  was  10.31  sq.  cm.  This  was  in  sharp 
contrast  to  an  average  of  3.05  sq.  cm.  in  32  of 
these  who  were  tested  as  unknowns  after  “re- 
covery.” The  average  reaction  to  schizo- 
phrenic antibody  was  only  2.74  sq.  cm.  in  a 
group  of  46  persons  having  senile  psychosis 
or  psychosis  with  arteriosclerosis.  The  aver- 
age reaction  in  25  persons  having  psychosis 
due  to  intoxication,  involutional  psychoss  and 
paranoia  was  7.85  sq.  cm. 

Results  from  Therapeutic  Injections  of 
Streptococcal  Antibody  and  Vaccine 

Immediate  erythematous  reactions  to  in- 
tradermal  injection  of  .03  cc  of  respective 
streptococcal  antigens  consisting  of  bacteria- 
free  supernatant  of  suspensions  containing 
10  billion  streptococci  per  ml  and  which  had 
been  heated  to  65°  or  70°  C for  one  hour  have 
been  found  to  indicate  specific  streptococcal 
antibody  in  skin  or  blood  in  diverse  diseases 
quite  as  corresponding  injection  of  thermal 
antbody  has  served  to  determine  specific  anti- 
gen. A study  of  erythematous  reactions  to 
intradermal  injection  of  respective  strepto- 
coccal thermal  antibody  and  antigen  indicat- 
ing antigen  and  antibody  respectively  were 
made  in  relation  to  therapeutic  injection  of 


thermal  antibody  and  thermal  hydrogen 
peroxide  antibody  in  altogether  20  cases  of 
epilepsy  and  41  cases  of  schizophrenia.  A 
consistent  diminution  of  antigen  and  increase 
in  antibody  and  sometimes  clinical  improve- 
ment occurred  in  high  incidence  including 
persons  who  had  suffered  from  epileptic 
seizures  or  from  schizophrenia  for  many 
years. 

The  effects  of  therapeutic  injection  of  vac- 
cines prepared  from  streptococci  isolated  in 
studies  of  epilepsy  and  schizophrenia  are  now 
under  study  with  encouraging  results.  In  one 
group  of  57  persons,  suffering  from  schizo- 
phrenia nearly  all  for  many  years,  weekly 
injections  of  a vaccine  prepared  from  strep- 
tococci isolated  in  studies  of  influenza  and 
other  acute  respiratory  infections  were  given 
successfully  for  the  prevention  of  a threatened 
epidemic  of  influenza.  The  weekly  injections 
were  continued  for  10  weeks  in  the  hope  that 
perhaps  the  neurotropic  factor,  shown  in 
cataphoretic  studies,  of  this  type  of  strep- 
tococcus might  have  therapeutic  value.  How- 
ever, this  did  not  materialize.  There  was  no 
reduction  in  reaction  to  intradermal  injection 
of  schizophrenic  antibody  and  no  improve- 
ment in  symptoms.  However,  following  sev- 
eral injections  of  the  schizophrenic  vaccine, 
there  w’as  a sharp  drop  in  skin  or  blood  of 
schizophrenic  streptococcal  antigen  and  con- 
comitantly a significant  clinical  improvement 
especially  in  cases  of  relatively  short  duration 
in  young  persons  having  dementia  precox.  In 
another  ward,  no  improvement  and  no  di- 
minution in  cutaneous  reactions  indicating 
antigen  occurred  in  28  schzophrenics  who  re- 
ceived weekly  injections  of  NaCl  solution.  In 
a corresponding  test  group  in  the  same  ward 
which  received  weekly  injections  of  schizo- 
phrenic streptococcal  vaccine,  there  was  a 
progressive  diminution  in  cutaneous  reactions 
indicating  specific  antigen  and  concomitantly 
clinical  improvement  in  significant  incidence. 

Comments  and  Summary 

Through  the  use  of  special  methods,  respec- 
tive specific  types  of  alpha  streptococci  have 
been  isolated  in  extended  studies  of  idiopathic 
epilepsy  and  schizophrenia.  These  strepto- 
cocci are  indistinguishable  culturally,  but 
they  are  agglutinated  specifically  by  the 
serum  of  persons  ill,  by  respective  antiserums 
prepared  inhorses  and  by  thermal  antibody 
pregared  in  vitro  by  heat  in  the  autoclave. 
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from  NaCl  solution  suspensions  without  and 
especially  with  heat  and  hydrogen  peroxide. 

Spasms  and  convulsions  resembling  grand 
mal  epilepsy  have  been  produced  in  high  in- 
cidence in  monkeys,  rabbits  and  mice  on  in- 
tracerebral inoculation  of  the  living  and  heat- 
killed  streptococcus  and  filtrates  of  dextrose- 
brain  broth  cultures  from  epileptics.  Great 
excitation,  disorientation  and  other  symptoms 
resembling  those  of  schizophrenia  occurred  in 
high  incidence  following  intracerebral  inocu- 
lation of  the  streptococci  from  schizophrenics 
in  these  three  species  of  animals. 

An  immediate  erythematous  reaction  to  in- 
tradermal  injection  of  natural  antibody  in  the 
serum  of  horses  immunized  with  the  respec- 
tive streptococcal  and  of  artificial  antibody 
prepared  in  vitro  by  autoclaving  suspensions 
in  isotonic  NaCl  solution  of  the  respective 
streptococci  for  96  hours  and  in  NaCl  solution 
at  70°  C for  one  hour  served  as  a measure  of 
respective  streptococcal  antigen  and  intra- 
dermal  injection  of  streptococcal  antigen 
served  for  the  detection  of  antibody  in  skin  or 
blood.  The  cutaneous  reactions  obtained  dur- 
ing these  studies  of  persons  suffering  from 
idiopathic  epilepsy,  manic  depressive  psy- 
chosis, schizophrenia  and  involutional  psy- 
chosis, paranoia  and  paranoid  states,  and  arth- 
ritis proved  remarkably  specific.  They  were 
not  only  maximal  in  persons  suffering  from 
the  disease  in  question  but  were  often  directly 
proportional  to  the  severity  of  symptoms  and 
occurred  regardless  of  geographic  location, 
season  of  year,  time  of  day,  age,  and  sex, 
whether  persons  tested  were  hospitalized  or 
not  and,  in  the  case  of  epilepsy,  quite  regard- 
less of  medication  with  anticonvulsant  drugs. 
The  test  is  not  applicable  in  especially  dark 
skin  of  Negroes.  Moreover,  the  cutaneous  re- 
action with  thermal  antibody  served  as  a 
presumptive  test  for  the  detection  of  carriers 
of  the  streptococci  from  epilepsy  or  schizo- 
phrenia among  well  persons  and  persons  suf- 
fering from  dementia  paralytica  on  exposure 
to  persons  suffering  from  these  diseases. 

Thermal  antibodies  prepared  from  alpha 
streptococci  isolated  from  nasopharynx  of 
well  persons  remote  from  epilepsy  and  schizo- 
phrenia and  from  the  feces  of  persons  suffer- 
ing from  epilepsy  and  schizophrenia  and  con- 
trol injection  of  sodium  chloride  solution  gave 
slight,  nonspecific,  or  no  reactions. 

Repeated  intradermal  injections  of  0.03  ml. 


of  respective  thermal  antibodies  caused  no 
change  in  cutaneous  reactivity  to  re-injec- 
tions. However,  intramuscular  or  subcutan- 
eous injections  in  therapeutic  amounts  of 
thermal  antibody  and  thermal  hydrogen  per- 
oxide antibody  and  the  vaccine  caused  a di- 
minution of  specific  antigen  as  determined 
by  intradermal  injection  of  thermal  antibody 
and  usually  a striking  increase  in  specific 
antibody  as  determined  by  intradermal  in- 
jection of  the  corresponding  streptococcal 
antigen  and  also  by  agglutination  tests  with 
the  serum. 

When  respective  specific  streptococcal  anti- 
bodies increased  and  specific  antigen  dimin- 
ished following  therapeutic  injections  of  ther- 
mal hydrogen  peroxide  antibody  and  thermal 
antibody  and  vaccine  prepared  from  the 
streptococcus  isolated  in  studies  of  schizo- 
phrenia, clinical  improvement  and  prevention 
of  recurring  exacerbations,  seemingly  at- 
tributable to  this  form  of  specific  therapy, 
occurred  in  significant  incidence  even  in  per- 
sons who  had  suffered  from  epileptic  seizures 
or  from  schizophrenia  for  many  years. 

The  prompt  increase  of  respective  specific 
streptococcal  antibodies  and  a decrease  of 
corresponding  antigen  in  schizophrenia  fol- 
lowing electrically  induced  convulsion  during 
electro-shock  treatment  and  in  idiopathic 
epilepsy  following  spontaneously  occurring 
grand  mal  seizures  indicate  the  presence  of 
specific  types  of  subclinical  streptococcal  in- 
fections and  that  preformed,  so-called  sessile 
antibodies  are  mobilized  during  the  course 
of  the  violent  reactions. 

The  question  regarding  the  source  of  or 
reason  for  the  presence  of  specific  types  of 
streptococci  in  epilepsy  and  schizophrenia, 
wheather  due  to  inherited  susceptibility,  to 
chance  infection  by  the  respective  strepto- 
cocci, or  whether  the  inherited  constitution 
affords  the  very  conditions  favorable  for 
alpha  streptococci  normally  present  in  the 
throat  and  elsewhere  of  human  beings  to  ac- 
quire specific  affinity  for  the  respective  struc- 
tures in  the  brain  remains  unanswered. 

The  consistent  isolation  of  alpha  streptococci 
in  studies  of  idiopathic  epilepsy  and  schizo- 
phrenia, the  reproduction  in  important  res- 
pects of  the  disease  pictures  in  animals,  the 
proof  of  their  serologic  specificity  by  the  spec- 
ial methods  employed,  and  the  data  obtained 

(Continued  on  Page  262) 
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A Report  by  Dean  Walter  L.  Hard.  Ph.D. 
School  of  Medicine 
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Vermillion,  S.  D. 


"The  best  is  yet  to  be" 

The  advent  of  any  new  school  year  brings 
to  both  faculty  and  student  alike  a certain 
anxiety  state  resulting  from  an  admixture  of 
both  curiosity  and  hopeful  expectations.  The 
student  is  naturally  curious  to  the  new  med- 
ical experiences  awaiting  him,  while  the  fac- 
ulty is  equally  curious  in  what  performance 
may  be  expected  and  obtained  from  the  new 
class. 

These  sensations  are  more  critically  ap- 
preciated this  year  than  in  years  past.  An 
unfortunate  sequence  of  events  during  the 
past  twelve  months  have  resulted  in  changes 
at  the  Medical  School  concerning  the  admin- 
istration, faculty,  and  teaching  program.  It 
is  because  of  these  changes  that  we  approach 
this  new  school  year  with  a heightened  sense 
of  expectancy. 

Faculty:  The  new  school  year  introduces 
several  new  members  to  our  medical  faculty 
and  establishes  an  all-time  high  in  terms  of 
number-  We  have  always  been  satisfied  with 
the  high  quality.  Listed  elsewhere  in  this 
issue  of  the  Journal  are  new  appointees  to  our 
faculty.  It  will  be  noted  that  a new  staff  in 
pharmacology  replaces  the  positions  vacated 
by  Doctors  Slaughter  and  Michalek.  An  ad- 
ditional position  in  microbiology  accom- 
modates for  the  heavy  teaching  load  in  arts 
and  science  and  graduate  work.  We  are  par- 
ticularly pleased  in  reporting  a full-time  ap- 
pointee to  the  department  of  pathology.  This 
marks  the  first  occasion  at  the  School  of 
Medicine  when  two  full-time  staff  members 
have  been  available  for  teaching  service  in 
the  important  subject  of  pathology.  The  new 
appointment  of  a Professor  of  Pharmacology, 
as  chairman  of  the  Department  of  Physiology 
and  Pharmacology  should  result  in  a vigorous 
and  stable  program  in  these  important  teach- 
ing fields.  The  ratio  between  numbers  of 
students  and  numbers  of  faculty  is  extremely 
favorable  to  the  continuation  of  a personal- 


ized type  of  instruction  which  has  proven  to 
be  the  most  satisfying  method  of  education 
to  the  student. 

Students:  The  entering  freshman  class 
should  take  encouragement  in  the  recognition 
that  “the  future  is  a world  limited  only  by 
ourselves.”  This  class  will  be  watched  with 
curious  interest.  On  the  basis  of  qualifica- 
tions submitted  by  these  selected  students  the 
performance  should  compare  favorably  with 
recent  classes,  although  the  average  age  is 
somewhat  younger  than  classes  of  recent 
years.  A minimum  premedical  grade  average 
of  B,  good  predictive  scores  on  medical  apti- 
tude tests,  and  favorable  personal  interviews 
with  the  medical  faculty  have  served  to  direct 
our  selection  of  the  best  possible  students. 
Unfortunately  our  predications  are  not  in- 
fallible and  failures  do  occur,  but  we  hope 
they  will  be  minimal. 

The  selection  of  the  present  medical  class 
has,  however,  pointed  up  a number  of  prob- 
lems to  which  attention  will  have  to  be  direc- 
ted in  the  future.  One  concerns  the  number 
of  qualified  South  Dakota  students  the  limited 
population  of  this  state  can  provide  us.  The 
years  immediately  following  the  war  found  a 
high  number  of  veterans  to  be  accommodated 
in  medical  school  and  our  student  comple- 
ment was  practically  one  hundred  per  cent 
South  Dakota.  These  veterans  have  now  been 
accommodated  and  we  are  now  back  to  some- 
what of  a normal  status  quo  insofar  as  num- 
bers of  premedical  students  in  the  state  are 
concerned.  This  year  we  found  it  necessary 
to  admit  more  out  of  state  students  (6)  to  com- 
plete our  class  of  32.  With  the  expansion 
facilities  available  in  the  new  medical  science 
building  it  appears  likely  that  future  years 
will  see  even  more  available  places  to  out  of 
state  students  unless  South  Dakota  can  furn- 
ish more  qualified  students  than  presently 
is  the  case. 
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In  this  connection  we  pause  to  wonder  how 
many  high  school  seniors,  or  college  premed- 
ical students  are  discouraged  from  pursuing 
further  study  because  of  the  ever  increasing 
cost  to  them  for  the  medical  degree-  This  is 
of  course  a tragedy  if  many  such  cases  exist. 
It  does  call  attention  to  the  necessity  of  es- 
tablishing scholarships,  other  than  loan  funds, 
for  the  deserving  students.  This  past  year 
more  requests  for  financial  assistance  were 
received  from  our  own  medical  students  than 
could  be  met  by  available  funds.  Plans  must 
be  made,  and  somehow  implemented  with 
funds,  to  assure  recruitment  of  the  deserving 
student.  I am  sure  all  are  in  agreement  that 
we  would  like  to  select  the  student  who  has 
an  insatiable  desire  to  study  medicine  rather 
than  because  he  has  the  financial  means  to 
do  so.  It  also  may  be  recalled  that  extension 
of  our  school  year  through  the  major  portion 
of  the  summer  months,  with  the  preceptor- 
ship  and  clerkship  programs,  removes  an 
earning  capacity  for  our  students.  Abolition 
of  any  part  of  the  teaching  program  is  not 
the  solution.  Increased  costs  to  the  student 
for  tuition,  books,  diagnostic  equipment,  etc. 
must  be  accommodated  for,  and  we  must  be 
in  a position  to  help  the  deserving  student. 

Research:  The  medical  faculty  is  deserving 
of  considerable  praise  for  the  continued  high 
interest  and  productivity  of  research  work 
carried  on  during  the  past  year  frequently 
under  circumstances,  both  physical  and  men- 
tal, of  a rather  trying  nature.  Research  grants 
to  faculty  personnel  for  the  coming  year  will 
total  approximately  $45,000.00.  Money  alone 
is  not  of  course  a proper  criterion  for  assay- 
ing research  activities.  It  is  to  be  emphasized 
however  that  these  grants-n-aid  provide  both 
technical  service  and  expensive  equipment 
which  heretofore  has  not  been  available  from 
state  appropriations.  Further,  through  the 
assistance  provided  by  such  grants  our  fac- 
ulty has  been  able  to  maintain  a high  level 
of  teaching  effort  without  sacrifice  of  re- 
search programs- 

Our  first  concern  as  a faculty  is  the  training 
of  better  physicians  year  by  year.  This  can 
be  accomplished  only  through  increased  at- 
tention to  our  teaching  program.  By  the  same 
token,  faculty  interest,  activity,  and  intellec- 
tual growth  can  be  maintained  at  a high  level 
primarily  through  the  stimulus  offered  by 
research  pursuits.  It  is  for  these  reasons  that 


the  effectiveness  of  a faculty  as  a teaching 
group  can  be  generally  assessed  by  the  ex- 
tent of  faculty  research  activity  outside  of 
the  student  classroom. 

Finances:  The  new  year  is  of  more  ■>^han 
usual  interest  through  the  circumstance  it 
represents  a legislative  year  and  action  on 
appropriations  eagerly  awaited-  Be  iget 
recommendations  for  the  next  biennium, 
1953-55,  are  presently  being  prepared.  It  is 
not  possible  at  this  time  to  identify  precisely 
our  needs  in  terms  of  the  present  year  but 
certain  factors  remain  inescapable.  Since 
1946  the  departments  of  the  School  of  Med- 
icine have  been  operating  with  essentially 
identical  budgets  from  year  to  year  without 
recognition  of  the  ever-increasing  costs  for 
laboratory  supplies  and  equipment  during 
this  interval.  Many  of  the  common  laboratory 
items  such  as  glassware,  chemical  reagents, 
etc.  have  doubled  and  tripled  in  costs  within 
the  past  three  or  four  years.  It  is  self-evident 
as  a result  of  these  increased  costs,  that  the 
departments  have  not  been  able  to  maintain 
adequate  stocks  of  teaching  material  and  cer- 
tainly have  not  found  it  possible  to  add  im- 
portant teaching  aids  and  equipment  while 
operating  on  budgets  which  were  adequate 
during  times  of  less  inflationary  pressures. 
Increases  will  have  to  be  made  available  to 
these  departments  if  we  are  to  maintain  any 
standard  of  teaching  performance. 

Secondly,  the  salaries  for  our  medical  staff 
have  been  uniformally  below  salaries  paid  to 
basic  science  personnel  in  other  medical 
schools  of  our  same  geographical  and  eco- 
nomic area.  At  the  present  we  are  satisfied 
with  the  excellency  of  our  staff.  We  cannot 
hope  to  maintain  such  a staff  when  attractive 
positions  of  equivalent  rank  are  offered  from 
institutions  having  considerably  higher  salary 
scales.  It  is  quite  illogical  to  compare  our 
salary  scales  with  those  of  other  institutions 
in  the  state.  It  is  self-evident  that  in  filling 
faculty  positions  in  the  School  of  Medicine  we 
must  go  to  other  medical  schools  to  recruit 
personnel  and  to  that  extent  must  have 
equivalent  salary  scales  to  make  the  neces- 
sary inducements  for  teaching  positions  here. 
There  is  certainly  an  element  of  danger  in 
permitting  our  salaried  personnel  to  sacrifice 
in  these  times  of  higher  living  costs  by  adopt- 
ing any  false  sense  of  pride  in  the  economy  of 
operation  in  the  payment  of  salaries.  It  is  my 
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conviction  that  the  output  capacity  of  a satis- 
fied faculty  in  terms  of  take  home  pay  is 
money  well  invested.  If  any  individual  fac- 
ulty man  is  worth  his  rank  and  position,  he 
certainly  is  worth  an  adequate  salary  level  to 
compensate  for  his  services  rendered-  The 
alternative  is  self-evident;  a man  should  not 
be  rpjtained  necessarily  at  even  a minimal  or 
marginal  salary  level  if  his  output  is  not  com- 
mensurate with  the  responsibilities  of  his 
position.  For  the  reasons  indicated  above  it 
is  only  reasonable  to  expect  that  the  biennial 
budget  request  for  the  School  of  Medcine  for 
the  forthcoming  two  years  should  be  con- 
siderably enhanced  over  the  preceding  bien- 
nium. 

Physical  plant:  It  is  with  a profound  sense 
of  disappointment  to  the  faculty  and  students 
alike  that  we  must  acknowledge  a postpone- 
ment of  occupancy  of  the  new  medical  science 
building.  Earlier  we  had  considerable  hope 
and  plans  for  beginning  classes  September  2 
in  the  new  building.  Delays  on  the  part  of 
laboratory  supply  companies  in  the  delivery 
of  sinks  and  table  tops  have  brought  an 
abrupt  halt  to  occupancy  of  the  building  at 
any  given  date-  This  is  a discouraging  de- 
velopment to  this  office  since  much  time  and 
energy  has  been  spent  during  the  past  year  to 
secure  necessary  equipment  and  classroom  in- 
stallations sufficient  to  enable  occupancy  of 
the  building  this  fall. 

Tentative  plans  are  in  progress  to  organize 
a fitting  dedication  ceremony  in  the  new 
building  by  early  spring.  I am  sure  our  pro- 
gram will  be  found  attractive  to  the  medical 
fraternity  and  personal  invitations  soliciting 
your  participation  will  be  extended  you  in 
due  time. 

Education:  Our  medical  teaching  program 
received  a definite  stimulus  with  the  success- 
ful introduction  of  a clinical  clerkship  pro- 
gram in  Sioux  Falls  this  past  summer.  Def- 
initely the  students  educational  experiences 
particularly  in  physical  diagnosis  and  labora- 
tory methods  were  invaluable  in  preparing 
the  student  for  his  junior  year  ahead.  The 
participating  physicians  are  to  be  congratu- 
lated for  the  teaching  effort  expended. 

The  faculty  is  in  the  process  of  reorgan- 
izing the  curriculum  with  the  expectation 
that  in  another  year  both  the  clinical  clerk- 
ship and  preceptorship  programs  may  operate 
successively.  Certainly  there  are  many  bene- 


fits to  be  derived  from  both  programs.  In 
general  we  are  convinced  that  a combination 
of  a clerkship  and  a preceptorship  program, 
with  particular  attention  to  those  desirable 
features  of  both,  will  materially  advance  the 
preparation  of  our  students  for  medical  prac- 
tice. 

A very  singular  advantage  to  be  enjoyed  by 
the  relatively  small  medical  educational  in- 
stitution such  as  we  have  at  South  Dakota, 
is  the  possibility  of  constantly  experimenting 
with  educational  technics  always  with  the 
object  of  contributing  to  the  student’s  educa- 
tion. The  clerkship  program  is  an  example 
in  point.  Perhaps  the  medical  educator  could 
well  profit  from  Tennyson’s  lines: 

“How  dull  it  is  to  pause,  to  make  an  end 
To  rust  unburnished,  not  to  shine  in  use 
As  tho’  to  breathe  were  life!” 


ACADEMY  OF  GENERAL  PRACTICE  OF 
SOUTH  DAKOTA  MEETS  HURON,  SOUTH 
DAKOTA,  SEPTEMBER  27th  & 28th 

Arrangements  have  been  made  by  the  of- 
ficers of  the  Academy  of  General  Practice  of 
South  Dakota  and  Extension  Division  of  the 
University  of  Minnesota  to  give  a series  of 
lectures  of  which  this  particular  meeting  is 
the  first  of  the  series.  The  Minnesota  person- 
nel is  composed  of  Assistant  Dean  of  the  Med- 
ical School;  Dr.  H.  L.  Horns;  The  Head  of  the 
Extension  Division,  Dr.  Robert  B.  Howard, 
and  Assistant  Professor  of  Internal  Medicine, 
Dr.  Carleton  Chapman. 

The  program  is  as  follows: 

Saturday,  September  27th — 1:30  P.  M.  to  2:15 
P.  M. — “Differential  Diagnosis  of  Jaundice  and 
Discussion  of  Liver  Test;  R.  B.  Howard,  M.D. 

2:30  P.  M.  to  3:00  P.  M. — “Obesity  Problems”; 
Carleton  Chapman,  M.D. 

3:15  P.  M.  to  3:45  P.  M. — “Recent  Advances  In 
Anti-Anemic  Therapy”;  R.  B.  Howard,  M.D. 

6:00  P.  M. — Dinner  and  business  meeting  with 
election  of  officers. 

8:00  P.  M.  to  8:45 — “Radioactive  Isotopes  and  Re- 
lated Products  In  Medical  Practice”;  H.  L.  Horns, 
M.D. 

9:00  P.  M.  to  9:30  P.  M. — “Recent  Advances  In 
Management  of  Hypertension”;  Carleton  Chapman, 
M.D. 

9:45  P.  M.  to  10:15  P.  M. — “Present  Status  of 
The  Use  of  ACTH  and  Cortisone”;  R.  B.  Howard, 
M.D. 

Sunday,  September  28th — 9:00  A.  M.  to  9:45  A.  M. 
— “Management  of  Congested  Heart  Failure  and 
Use  of  Cardiac  Drugs”;  Carleton  Chapman,  M.D. 

10:00  A.  M.  to  10:45  A.  M. — “Diabetes  In  General 
Practice”  H.  L.  Horns,  M.D. 

11:00  A.  M.  to  12:00  noon — General  discussion 
and  question  period. 
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This  Business  of  Being  a Doctor 

By  Dean  Harold  Leuth 
University  of  Nebraska 
Medical  School,  Lincoln,  Nebraska 


It  is  indeed  a privilege  to  be  asked  to  speak 
to  the  students  and  alumni  of  the  University 
of  South  Dakota,  School  of  Medicine.  During 
the  past  several  years  a very  friendly  rela- 
tionship has  been  initiated  and  grown  be- 
tween the  medical  schools  of  the  Universities 
of  South  Dakota  and  Nebraska.  As  residents 
of  the  Great  Plains  Region  we  have  many 
problems  in  common  that  have  been  the  con- 
cern of  both  of  us  and  we  have  attempted  to 
solve  them  together.  It  has  been  a pleasure 
to  work  with  members  of  your  faculty  and  to 
know  them  better.  From  these  conferences 
warm  friendships  have  developed  that  have 
meant  much  over  the  years. 

Tonight,  I would  like  to  talk  to  the  students 
about  some  things  that  they  may  find  im- 
portant in  their  future  medical  practice  and 
have  selected  three  items  for  discussion.  First, 
the  necessity  of  developing  patience  and  for- 
titude to  meet  the  problems  of  the  many 
sided  life  of  a practicing  physician.  Secondly, 
the  importance  of  being  able  to  work  with 
the  things  at  hand  and  situations  as  they  exist. 
And  lastly,  the  gratification  that  comes  from 
continuous  study  and  self-improvement. 

The  practice  of  medicine  is  an  exacting  and, 
at  times,  a harassing  life.  While  there  are 
presumably  scheduled  times  for  operations, 
hospital  rounds,  office  hours  and  house  calls, 
the  unpredictability  of  the  medical  condition 
of  the  patient  to  be  treated  often  works  to 
alter  the  plan  of  the  day.  The  doctor  may 
get  up  early  in  the  morning  and  have  a well 
conceived  plan  for  the  day  that  should  allow 
ample  time  for  all  his  work.  In  the  morning 
soon  after  he  starts  what  he  thought  would 
be  a simple  operation  he  realizes  that  the 
pathology  found  necessitates  a different  ap- 
proach and  a far  more  time  consuming  pro- 
cedure. Unless  there  is  high  motivation  to 
give  each  patient  the  best  possible  care  there 
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will  be  a tendency  to  hurry  thru  such  opera- 
tions in  an  attempt  to  remain  on  schedule. 
While  there  may  be  an  attitude  of  giving 
each  patient  the  full  and  undivided  attention 
of  the  doctor  there  must  also  be  a comparable 
high  degree  of  understanding  on  the  part  of 
the  people  who  work  with  the  doctor  and  the 
patients  who  await  his  scheduled  services. 

During  my  internship  there  was  an  attend- 
ing gynecologist  who  made  a great  impression 
on  us.  It  was  well  known  that  when  he 
scheduled  operations  at  1:00  or  2:00  p.  m.  he 
might  arrive  at  the  hospital  any  time  from 
1:00  p.  m.  until  7:00  p.  m.  In  fact,  he  once 
began  an  operation  at  7:32  p.  m.  that  had 
been  scheduled  for  2:00  p.  m.  These  minor 
annoyances  upset  many  operating  room  and 
hospital  personnel. 

Working  with  him  soon  brought  the  realiza- 
tion, and  it  was  subsequently  clearly  evident, 
that  he  carefully,  patiently,  and  slowly  exam- 
ined all  patients  and  in  the  same  meticulous 
manner  operated  on  all  cases.  Compared  to 
some  of  the  other  surgeons  he  was  a slow  and 
plodding,  even  a seemingly  uninspiring, 
operator.  Many  interns  and  younger  nurses 
were  quite  intolerant  of  his  leisurely  pace. 
They  clamored  for  speed  and  the  dramatic. 
In  time  tho,  we  saw  him  meet  all  situations 
brought  for  his  care  with  calmness,  patience 
and  skill.  During  the  same  period  other  sur- 
geons seemed  to  run  into  difficult  operative 
and  treatment  situations  and  worked  hard  to 
extricate  themselves  from  desperate  prob- 
lems. As  a gynecologist,  he  was  equally  at 
home  removing  a uterus,  repairing  a bladder, 
anastomising  the  bowel  and  avoiding  damage 
to  the  ureters.  His  real  stature  as  a doctor 
was  well  illustrated  in  three  ways  at  the  hos- 
pital. 

One  of  the  younger  and  more  aggressive 
surgeons  who  was  a quick  and  brilliant  opera- 
tor found  himself  one  afternoon  in  some  real 
difficulty.  He  began  a hysterectomy  on  what 
he  supposed  to  be  a fibroma  of  the  uterus 
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only  to  find  a more  extensive  tumor  mass. 
The  further  he  explored  in  an  attempt  to 
isolate  and  free  the  mass  the  deeper  and  more 
complicated  were  his  problems.  In  despera- 
tion he  called  our  gynecologist  who  happened 
to  be  available  at  that  time.  Instead  of 
plunging  right  in,  he  made  a thorough  study 
of  the  problem  at  hand  and  started  by  doing 
a colostomy  followed  by  a radical  resection 
of  the  tumor  mass.  After  the  completion  of 
the  operation  it  seemed  to  be  an  easy  pro- 
cedure. The  only  comment  he  ever  made 
was,  “at  times  cases  like  that  get  to  be  a little 
difficult.”  Never  a word  of  reproach  against 
the  other  surgeon,  no  hint  that  he  had  been 
able  to  get  the  patient  out  of  a desperate 
situation  when  others  failed,  just  a modest, 
quiet,  calm  statement  of  fact. 

The  second  situation  occurred  early  one 
Sunday  morning  when  he  was  the  only  senior 
surgeon  at  the  Hospital  at  the  time.  Some  of 
the  younger  men  in  one  of  the  surgical  wards 
had  a 12  year  old  boy  with  an  alleged  acute 
appendicitis.  They  wanted  permission  to 
operate.  Our  surgeon  carefully  looked  at  the 
boy  for  such  a long  time  that  it  seemed  to 
some  of  us  as  tho  he  went  into  a trance  be- 
fore he  did  anything.  Then  carefully  he  made 
a prolonged  examination  of  the  boy  from  the 
top  of  his  head  to  his  toes.  Earlier  he  had 
told  us  that  he  wanted  to  get  home  early  as 
the  family  had  planned  an  outing  that  day. 
After  the  examination  he  asked  for  a spinal 
needle  and  told  us  he  thought  it  was  a case  of 
acute  meningococcic  meningitis.  The  spinal 
tap  proved  his  diagnosis. 

All  students  are,  of  course,  eager  to  acquire 
a big  practice.  I hope  that  all  of  you  will  at- 
tain that  goal.  However,  it  will  not  be  many 
years  before  you  are  aware  of  the  fact  that 
mere  numbers  of  patients  do  not  bring  the 
entire  satisfaction  to  a doctor  that  he  had 
hoped.  To  be  the  doctor  of  many  patients  is 
certainly  a feeling  of  trust;  to  be  the  doctor 
of  important  citizens  of  the  community  is  a 
very  reassuring  endorsement  to  your  ego  and 
with  it  the  hopes  for  larger  practice;  but  to 
be  the  physician  of  the  nurses  and  doctors 
with  whom  you  work  and  to  care  for  their 
families  is  an  inner  satisfaction  of  profes- 
sional competence  unequalled  by  money, 
acclaim  or  other  honor. 

The  third  significant  achievement  had  been 
developed  over  the  years.  As  might  be  sus- 


pected, our  gynecologist  was  the  physician 
for  most  of  the  nurses  and  doctors’  wives  of 
the  Hospital. 

Emergencies  occur  in  medical  practice  and 
most  doctors  are  quite  willing  to  adjust  to 
meet  them.  Unforseen  and  tragic  events  are, 
unfortunately,  also  a part  of  medical  practice 
and  it  will  take  patience,  tho  at  times  you 
can’t  really  give  understanding  to  meet  these 
regretable  situations.  Early  in  your  career 
there  should  be  the  striving  toward  the  calm- 
ness and  the  equanimity  that  Sir  Wilham 
Osier  stressed  emphatically  and  eloquently 
in  his  teachings  and  writings. 

It  may  require  some  effort  and  repeated 
thought  to  accomplish  the  desired  calmness 
of  a physician.  This  may  be  illustrated  in  the 
following  case.  I had  cared  for  a woman  with 
a severe  erysipelas  in  the  pre-sulfa  and  pre- 
antibiotic days.  After  ten  days  of  serious  ill- 
ness things  began  to  turn  definitely  for  the 
better.  On  reaching  the  Hospital  early  one 
morning  there  was  a call  from  an  obstetrician 
to  see  a post  partum  case  immediately.  It  was 
a case  of  a massive  pulmonary  embolus  in  a 
fine  young  woman  of  24  who  had  just  de- 
livered her  first  son.  After  giving  intranasal 
oxygen  and  other  supportive  treatment  about 
all  that  could  be  said  of  the  situation  at  that 
moment  was  she  was  still  living  . I waited  for 
a short  while  in  the  laboratory  looking  over 
some  reports  and  slides  before  seeing  my 
other  hospital  patients.  I thought  I had  re- 
gained my  calm  and  composure  when  I saw 
Mrs.  Jones  with  the  recovering  erysipelas. 
After  the  usual  discussion  she  casually  men- 
tioned that  she  wondered  why  I was  so 
worried  as  her  condition  really  had  improved. 
I tried  to  circumvent  the  remark,  but  she 
again  adroitly  interjected  the  observation 
that  she  was  sorry  that  I was  so  gravely  con- 
cerned about  another  case.  In  the  courses  in 
physical  diagnosis,  students  are  taught  to 
observe  everything  the  patient  does  and  says, 
and  how  he  acts.  Too  infrequently  it  is  for- 
gotten that  patients  observe  doctors  quite  as 
closely  and,  uncomfortably  at  times,  just  as 
accurately  as  do  physicians  appraise  patients. 
There  is  less  transparency  of  feelings  and  at- 
titudes of  physicians  than  many  practicing 
doctors  are  willing  to  admit. 

The  practice  of  medicine  implies  meeting  a 
wide  panorama  of  medical  conditions.  To  this 
must  be  added  the  emotional  condition  of 
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patients  as  they  come  to  the  doctor.  After 
your  training  in  medical  school,  by  regular 
study  in  active  practice,  and  by  reference  to 
physicians  with  special  training  and  skill, 
you  will  be  well  equiped  to  properly  handle 
the  medical  conditions  that  come  to  you  for 
help.  There  should  be  continuous  study  to 
enable  the  doctor  to  understand  and  reach 
the  emotional  needs  of  the  patient.  Some 
people  will  begrudgingly  call  the  doctor  only 
when  a member  of  the  family  is  moribund 
and  then  call  at  the  insistence  of  other  mem- 
bers of  the  family,  friends,  or  the  neighbors. 
Compare  a visit  of  this  type  with  that  of  the 
woman  who  comes  to  your  office  often  and 
who  thinks  she  has  colitis  when  her  trouble 
is  an  intolerable  home  situation.  Conditions 
of  these  and  other  types  can  best  be  met 
under  the  cover  of  calmness  and  equanimity. 
The  real  physician  desirous  of  helping  his 
patient  must  be  alert  and  agile  in  his  subtle 
approach  to  the  patient  and  skilled  and  under- 
standing in  the  after  care. 

Only  thru  understanding  and  listening  that 
may  take  hours,  will  a patient  really  tell  the 
story  of  his  true  feelings.  In  a recent  study 
on  how  to  better  handle  the  emotional  prob- 
lem of  patients  who  come  to  the  general  prac- 
titioner, it  was  found  that  most  doctors  knew 
how  to  handle  details  of  psychotherapy.  The 
problem  seemed  to  be  to  have  doctors  listen 
and  wait  until  the  patient  fully  told  his  story. 
As  the  psychiatrist  said  in  his  report,  “we 
seem  to  have  been  able  to  teach  the  doctors 
everything  except  how  to  get  them  to  listen 
to  the  patient  more.”  In  the  seemingly  rambl- 
ing account  of  his  troubles  the  patient  is  both 
trying  to  formulate  his  own  ideas  and  test 
the  sincerity  of  the  doctor.  Patience  and 
fortitude  are  essentials  of  a good  listener.  It 
is  much  simpler  to  give  a prescription  for 
sedatives,  a subcutaneous  injection  of  some 
medicine,  or  a pat  on  the  back  than  to  pa- 
tiently listen  to  the  whole  story.  The  patient 
will  be  benefitted  only  to  the  extent  that  he 
finds  friendliness,  understanding  and  secur- 
ity in  the  doctor.  It  is  much  like  Emerson 
said  of  friends.  “We  are  made  brighter,  more 
free  in  expression,  in  the  presence  of  a 
friend.”  All  of  us  feel  better  after  meeting 
and  talking  with  a friend.  Patients  look  for 
friendship  and  understanding  in  a physician 
and  hope  they  can  unburden  their  troubles 
and  find  relief  for  themselves  in  the  confer- 


ence. Dr.  John  A.  P.  Miller  has  expressed  it 
well.  “Very  often  in  talking  with  somebody 
you  like  very  much,  you  suddenly  find  your- 
self becoming  so  much  better,  so  much  more 
cheerful  than  you  realized  you  were  before.” 

Calmness  and  intelligent  listening  are  not 
merely  passive  qualities.  They  might  be  more 
accurately  described  as  subdued  tho  active 
form  of  passive  listening.  At  the  proper  time 
the  physician  must  add  the  appropriate  re- 
mark, help  guide  the  patient  in  proper  chan- 
nels and  tactfully  suggest  these  that  will  en- 
able the  patient  to  help  formulate  his  ideas. 
Proper  psychotherapy  is,  as  a friend  of  mine 
suggested;  like  fitting  a pair  of  shoes.  First 
the  patient  should  be  convinced  he  needs  a 
new  pair  of  shoes  (a  different  outlook  on  life). 
Then  he  has  to  be  persuaded  that  he  should 
wear  them.  It  is  only  after  the  new  shoes  are 
broken  in  and  the  leather  is  soft  will  he 
emerge  to  claim  they  are  really  HIS  shoes. 
Few  short  cuts  are  possible  in  this  retaining 
period.  In  its  accomplishment  the  doctor  can 
look  for  many  prolonged  conferences,  changed 
schedules  at  the  office,  late  suppers  and 
missed  evening  engagements.  It  is  only  when 
the  patient  is  willing  to  tell  his  story  and 
willing  to  change,  that  any  advance  can  be 
made  in  his  treatment.  In  the  agricultural 
communities  in  which  we  live  there  is  uni- 
versal acceptance  of  the  time  to  plant,  to 
cultivate,  and  to  harvest  crops,  tho  among 
doctors  in  the  same  areas  there  is  hesitation 
to  accept  equally  the  well  defined  periods  in 
the  patient’s  emotional  life.  Tho,  of  course, 
not  as  regularly  scheduled  on  the  calendar  or 
by  the  clock,  in  the  emotional  life  of  the  pa- 
tient there  are  times  to  plant  new  ideas, 
cultivate  more  desirable  behavior  patterns 
and  harvest  better  interpersonal  relations. 
The  very  uncertainties  and  vagueness  of  these 
periods  make  them  more  mystifying,  chal- 
lenging and  stimulating  efforts  than  the  com- 
paratively regular  time  schedules  for  agricul- 
tural crops. 

This  leads  to  the  second  subject,  the  neces- 
sity for  being  able  to  work  with  current  situa- 
tions and  equipment.  In  medical  school 
every  attempt  is  made  to  present  subjects 
simply  and  effectively.  Most  teachers  like 
to  proceed  slowly  from  the  known  to  the  un- 
known so  that  the  student  can  follow  the 
progression  of  thought.  Medical  faculties  try 
presenting  the  work  in  simple  terms.  Cases 
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are  carefully  selected  and  usually  presented 
from  only  one  point  of  view.  Laboratory  ex- 
periments are  demonstrated  often  to  illus- 
trate a single  aspect  of  the  problem.  These 
practices,  while  they  make  learning  easier, 
carry  with  them  unfortunate  implications  to 
the  student,  as  he  is  led  to  believe  thing  are 
more  elemental  than  they  really  are. 

Almost  paradoxically,  a second  factor,  that 
of  compression  of  subject  matter,  is  inherent 
in  teaching  medicine.  A review  of  all  the 
essential  things  to  be  taught  in  the  short 
four  years  of  medical  college  reveals  the 
necessity  for  careful  selecton  of  subject  mat- 
ter. In  clinical  medicine  it  is  imperative  to 
choose  the  more  common  disease  entitles, 
select  the  typical  cases  and  in  the  remaining 
time  hope  to  quickly  cover  the  other  areas. 
The  medical  curriculum  is  compressed  to  a 
point  of  nearly  bursting  by  the  vast  amount 
of  factual  data  taught  in  so  short  a period 
of  time. 

It  is  the  hope  of  most  teachers  in  medical 
school  that  if  the  student  is  shown  carefully 
studied  clinical  cases,  each  illustrating  a 
specific  or  typical  disease  entity,  the  student 
would  have  the  basic  information  from  which 
to  later  expand  his  knowledge.  This  has  given 
rise  to  the  statement  that  schools  are  acad- 
emic and  not  practical.  The  late  Dean  Upham 
of  The  Ohio  State  University  School  of  Med- 
icine aptly  described  the  situation  to  his  stu- 
dents. He  would  tell  the  senior  medical  stu- 
dents, “As  graduates  you  will  enter  practice 
with  full  knowledge  of  all  the  rules  of  diag- 
nosis and  treatment  of  disease  and  in  some 
instances  in  this  regard  will  be  better  equiped 
than  some  older  practitioners  in  the  com- 
munity.” He  then  warned  the  young  graduate 
that  the  older  doctor  with  his  experience  was 
more  conversant  with  the  types  and  varia- 
tions of  disease  as  they  were  seen  in  every 
day  medical  practice. 

More  effort  has  been  made  in  recent  years 
to  teach  medicine  at  the  bedside  during  the 
junior  and  senior  years  in  medical  school.  It 
is  accomplished  by  means  of  hospital  clerk- 
ship, in  the  internship,  in  the  dispensary  and 
by  the  recently  restored  preceptor  method  of 
teaching  medicine.  Students  should  be  pre- 
pared to  practice  medicine  under  conditions 
far  less  ideal  than  seen  in  medical  schools  or 
hospitals. 


As  a junior  medical  student  full  of  book 
knowledge  of  aseptic  techniques  of  modern 
obstetrics,  it  was  something  of  a shock  to  go 
to  the  Dispensary  of  the  Chicago  Lying-In 
Hospital  and  find  on  our  first  call  that  the 
nurse  and  I had  to  clear  the  chickens  out  of 
the  shack  that  housed  the  parturient  mother. 
Yet,  in  spite  of  all  the  poverty,  dirt,  neglect 
and  filth  in  the  homes  served  by  that  splendid 
service.  Dr.  Joseph  B.  DeLee  was  able  to  teach 
and  maintain  a home  delivery  service  that 
had  a lower  mortality  and  morbidity  record 
than  the  surrounding  hospitals  in  Chicago 
and  the  county.  This  is  not  to  be  construed 
as  a plea  for  the  retention  of  home  delivery 
service  but  an  indication  of  what  was  accom- 
plished in  the  face  of  difficulties. 

Dr.  Allen  Roy  Dafoe  of  Callander,  Ontario, 
when  faced  with  the  birth  of  quintuplets, 
accepted  the  existing  situation.  Instead  of 
bemoaning  the  lack  of  Hess  incubators,  a 
model  premature  nursery  and  the  absence  of 
qualified  pediatric  nurses,  he  simply  and 
effectively  used  what  was  at  hand.  In  his 
article  in  the  J.A.M.A.,  September  1,  1934,  a 
simple  modest  report  of  the  birth  and  care  of 
the  Dionne  quintuplets,  he  tells  a story  that, 
except  for  the  unusual  multiple  pregnancy 
and  births,  he  must  have  encountered  often. 
Countless  other  doctors  have  met  similar  try- 
ing situations  frequently  and  effectively  al- 
most as  a part  of  their  daily  work.  The  re- 
port is  so  eloquent  that  excerpts  are  quoted 
at  length; 

“My  practice  is  situated  in  a French-Cana- 
dian  Settlement,  with  my  home  in  Callander, 
a small  village  on  the  east  shore  of  Lake 
Nipissing,  two  hundred  miles  north  of  Lake 
Ontario.  In  this  area  there  are  about  3,500 
people.  My  practice  covers  about  four  hun- 
dred square  miles  . . . There  is  lots  of  hard 
work  necessary  to  live  and  actual  money  is 
noted  for  its  scarcity. 

“Since  the  advent  of  motor  cars  and  im- 
proved roads,  the  practice  of  medicine  in  this 
community  has  become  easier;  but  even  now, 
during  the  winter,  the  outlying  areas  are 
reached  only  with  difficulty  by  sleigh. 

“Report  of  Case  — Labor:  At  4:00  a.  m..  May 
28,  a ‘hurry  call’  came  from  the  Dionne  home. 
I arrived  to  find  the  home  in  confusion,  no 
preparation  made  for  confinement,  except  a 
tea-kettle  boiling  on  the  stove.  Two  babies 
had  already  been  born,  and  a third  was  just 
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making  its  appearance  over  the  perineum. 
Two  neighbors  were  acting  as  midwives.  The 
father  had  disappeared.  I scrubbed  up  in  the 
best  way  available,  took  over  the  situation, 
and  delivered  the  third  baby.  The  neighbors 
then  scurried  around  the  house  to  get  some 
wrappings  for  the  babies  and  replenish  the 
fire. 

“In  the  early  hours  of  the  morning  and  still 
sleepy  from  a previous  obstetric  case  that 
night,  the  whole  situation  seemed  to  be  unreal 
and  dreamlike,  but  I mechanically  went  about 
the  business  of  looking  after  the  babies.  I tied 
the  cords  of  the  second  two.  The  first  cord 
had  already  been  looked  after  by  the  mid- 
wife and  tied  off  with  ordinary  twisted  thread 
from  a spool ...  I didn’t  see  how  all  the  babies 
could  possibly  live,  so  I baptized  them  sep- 
arately. They  were  then  wrapped  in  the  only 
covering  available,  which  proved  to  be  rem- 
nants of  cotton  sheeting  and  old  napkins,  and 
then  laid  on  the  corner  of  the  bed  and  covered 
with  a heated  blanket. 

“Blankets  were  put  into  the  oven  to  heat, 
and  these  were  wrapped  around  the  babies 
and  changed  repeatedly.  Some  one  was  sent 
over  to  a neighbor’s  for  a basket  and  returned 
with  an  ordinary  butcher’s  meat  basket.  The 
heated  blankets  were  placed  in  the  bottom  of 
the  basket,  and  the  babies  wrapped  in  their 
warm  covering  were  placed  in  a row  and 
covered  with  a heated  blanket.  The  top 
blanket  was  changed  frequently,  and  three 
hours  later  the  babies  were  taken  out  singly, 
placed  on  a warm  blanket,  gently  rubbed  with 
warm  olive  oil,  and  then  returned  to  the  com- 
mon basket. 

“First  Week  — For  twenty-four  hours 
nothing  was  given  to  the  babies  but  a few 
drops  of  warm  water  from  an  eye-dropper 
every  two  hours.  A larger  laundry  basket 
was  obtained  on  the  second  day  and  a few 
hot  water  bottles  were  located,  which  made 
it  easier  to  keep  up  the  temperature.  A grad- 
uate nurse  was  employed  that  first  afternoon, 
followed  in  two  days  by  another  and  then  on 
the  fifth  day  still  another  one  . . .” 

The  world  applauded  Dr.  Dafoe  not  entirely 
for  his  knowledge,  as  there  are  many  equally 
well  trained  or  better,  but  for  his  willingness 
and  ingenuity  to  make  the  best  out  of  a cur- 
rent situation. 

Commonplace  as  it  might  seem  to  you  as 
students,  accepted  as  it  has  been  for  some- 


time in  medical  and  scientific  circles  there 
will  be  many  parents  who  will  have  to  be 
convinced  that  small  pox,  diphtheria,  tetanus 
and  pertussis  immunizations  are  modern  day 
“musts.” 

Much  has  been  written  about  the  desir- 
ability of  having  mothers  nurse  their  infants, 
yet  one  aspect  of  the  problem  was  forcibly 
brought  to  my  attention  by  a new  mother 
who  wished  to  nurse  her  infant  but  did  not 
seem  to  be  able  to  do  so.  When  she  was  asked 
specifically  why,  she  said,  “Doctor,  I can’t 
find  a comfortable  chair  to  do  the  job,  so  we 
went  back  to  the  bottle.”  A search  thru  the 
second  hand  stores,  after  a brief  consultation 
with  my  wife  (then  the  mother  of  three,  now 
five)  revealed  an  old  fashioned  rocker  with- 
out arms  which  met  all  the  requirements. 
The  new  mother  was  glad  to  nurse  her  infant 
in  comfort  and  happy  to  sit  in  the  rocker. 
After  these  years  it  is  pleasant  to  visit  the 
family  and  to  see  the  old  rocker  in  the  family 
rumpus  room  showing  the  place  of  endear- 
ment it  earned. 

Nor  will  I forget  the  elderly  school  teacher 
whose  retirement  pay  was  the  sole  support  of 
an  invalid  sister  and  brother  who  had  to  have 
extensive  surgery.  In  the  after  care  it  was 
necessary  to  irrigate  his  wound  and  drain  the 
bladder.  After  suitable  instruction  at  the  hos- 
pital and  at  home  the  former  teacher  de- 
veloped all  the  finesse  of  a trained  surgical 
nurse.  Upon  the  patient’s  return  visits  to  the 
hospital  the  doctors  and  nurses  marvelled  at 
the  skill  and  accomplishments  of  the  sister. 
Ingenuity  and  imagination  are  bosom  friends 
in  the  practice  of  medicine. 

Probably  many  of  the  students  will  be 
called  after  internship  for  service  with  the 
Armed  Forces.  While  all  of  us  hope  that  peace 
will  be  restored  to  this  troubled  world,  there 
may  be  some  who  will  be  called  upon  to  serve 
the  sick  and  wounded  of  the  Armed  Forces. 
The  character  and  excellency  of  medical  care 
under  trying  conditions  will  astound  some 
of  you.  In  a report  on  the  casualty  services  in 
Korea  made  last  year  by  Dr.  Herman  E.  Hill- 
eboe  he  said,  “Even  the  surgical  tent  has  a 
dirt  floor.  Dust  is  kept  down  because  water  is 
sprinkled  frequently  on  the  floor.  Mosquito 
netting  on  four  sides  of  the  tent  with  double 
lock  entrances  keep  the  insects  out.  It  is  amaz- 
ing indeed  how  clean  a MASH  Unit  can  be 
kept  in  an  area  where  only  a short  distance 
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away  the  dirt  and  filth  on  the  by-roads  offend 
one’s  eyes  and  nostrils.”  It  is  well  known  that 
the  death  rate  among  casualties  treated  in 
the  hospitals  of  Korea  is  about  half  that  seen 
during  World  War  II  when  it  was  4.5  per 
cent  of  all  wounded. 

A good  deal  has  been  written  about  treat- 
ing the  whole  man  as  a patient  as  tho  this 
were  a new  concept.  By  accepting  situations 
as  they  are  and  trying  to  help  the  patient, 
doctors  have  engaged  in  the  holistic  concept 
of  medicine  for  some  time.  Dr.  Richard  Clarke 
Cabet  could  have  concerned  himself  entirely 
with  Hematology  if  he  so  desired.  The  des- 
parate  economic  and  social  conditions  of  the 
patients  he  saw  at  Massachusetts  General 
Hospital  attracted  his  attention  as  much  as 
their  hematologic  problems.  It  will  not  sur- 
prise you  to  learn  that  Dr.  Cabot  was  largely 
instrumental  in  establishing  a medical  social 
service  department  as  well  as  a hematology 
department  with  the  hospital.  Few  patients 
will  be  seen  under  ideal  conditions  and  the 
doctor  is  called  upon  to  make  many  adjust- 
ments and  improvisations  to  meet  the  needs 
of  daily  practice. 

Finally  we  will  discuss  the  need  for  con- 
tinuous study  and  the  gratfication  that  comes 
from  self  improvement.  The  study  of  med- 
icine is  a life  long  vocation.  New  discoveries 
are  pouring  from  the  various  laboratories  and 
medical  schools  all  the  time.  The  postman 
. may  not  ring  twice  but  almost  daily  he 
leaves  a couple  of  journals.  The  need  for  re- 
fresher courses,  attendance  at  medical  meet- 
ings and  visits  to  medical  centers  is  self 
evident. 

The  incentive  for  self  improvement  and 
study  is  usually  present  early  in  a man’s 
career.  While  a medical  student,  John  Shaw 
Billings  was  required  to  write  a senior  thesis 
and  he  chose  as  his  topic,  “The  Surgical  Treat- 
ment of  Erysipelas.”  He  entered  the  Medical 
College  of  Cincinnati  in  the  fall  of  1858  and 
graduated  two  years  later.  During  the  prep- 
aration of  the  thesis  by  the  twenty-two  year 
old  medical  student,  there  began  a series  of 
events  that  was  to  have  a most  amazing  and 
most  unexpected  influence  on  the  develop- 
ment of  American  Medicine  and  library  facil- 
ities. Young  Billings  was  struck  with  the 
amount  of  time  needed  to  find  articles  in  the 
literature  and  the  uncertain  and  incomplete 
lists  of  indexes  in  medical  journals.  He  con- 


ceived the  idea  of  a master  listing  of  all  med- 
ical literature  and  of  a repository  of  all  recent 
and  as  much  as  possible  of  the  older  medical 
literature.  In  his  career  as  a surgeon  in  the 
United  States  Army  he  was  largely  instru- 
mental in  the  preparation  of  the  Surgeon 
General’s  Index-Catalogue  and  of  the  Sur- 
geon General’s  Library.  From  these  sources, 
doctors  all  over  the  world  can  readily  find 
references  in  the  medical  literature  and  pro- 
cure articles  from  almost  every  known  med- 
ical source. 

The  work  of  listing  and  cataloging  articles 
led  Dr.  Billings  to  develop  an  interest  in  hos- 
pitals and  medical  education.  He  was  a lec- 
turer on  the  history  of  medicine,  medical  edu- 
cation and  related  topics  at  the  Johns  Hop- 
kins Medical  School.  For  more  than  fifteen 
years  he  was  the  chief  advisor  to  the  Board 
of  Trustees  of  Johns  Hopkins  University  and 
was  influential  in  the  design  and  building  of 
John  Hopkins  Hospital. 

Sir  James  Mackensie  made  heart  disease  a 
life  long  study.  After  graduation  from  the 
University  of  Edinburgh,  followed  by  a post 
as  House  Doctor  at  the  Edinburgh  Royal  In- 
firmary, he  began  practice  with  several  doc- 
tors in  the  town  of  Burnley,  England.  He  soon 
found  that  his  patients  with  cajdiac  irregu- 
larities did  not  follow  the  course  described 
in  the  text  books  and  medical  literature  at 
that  time.  By  careful  observation  and  by 
keeping  accurate  records  of  his  many  pa- 
tients he  accumulated  an  impressive  source 
of  clinical  material  over  more  than  twenty 
years.  These  records  and  his  studies  of  heart 
disease  form  the  basis  of  our  modern  know- 
ledge of  cardiac  irregularities.  Mr.  Macken- 
zie did  all  this  important  clinical  research 
work  whle  he  worked  as  an  assistant  to  an 
industrial  surgeon  in  a medium  sized  city  in 
England. 

Perhaps  one  of  the  most  inspiring  the  tragic 
figures  in  recent  times  in  American  Medicine 
was  Dr.  Edward  L.  Trudeau.  He  was  grad- 
uated from  the  College  of  Physicians  and 
Surgeons  and  began  to  practice  in  New  York 
City.  He  soon  had  a large  and  successful  prac- 
tice. Within  a short  time  it  was  discovered 
he  had  pulmonary  tuberculosis  and  had  to 
give  up  practice  and  moved  to  Saranac  Lake. 
He  regained  his  strength  and  built  the  Ad- 
irondock  Cottage  Sanitorium  and  later  the 
Saranac  Laboratory  for  the  study  of  Tuber- 
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culosis.  In  spite  of  repeated  remissions  of 
tuberculosis,  the  death  of  a brother  and  -three 
of  his  children  from  the  same  disease,  and  the 
burning  of  his  home  and  laboratory.  Dr. 
Trudeau  continued  to  work  as  best  he  could. 
In  his  autobiography  he  gave  an  insight  into 
his  outlook  on  life.  “And  then  I had  an  un- 
limited fund  of  enthusiasm  and  perseverance, 
and  I had  faith;  that  kind  of  faith  that  sees 
the  goal,  and  is  blind  to  obstacles;  faith  in 
myself;  faith  in  my  power  to  do  something, 
no  matter  how  little,  for  a good  cause;  faith 
in  my  friends  and  faith  in  the  future  here  and 
hereafter.”  It  is  a great  credit  to  a man  with 
all  the  physical  handicaps  Dr.  Trudeau  had 
that  he  was  elected  President  of  the  Congress 
of  American  Physicians  and  Surgeons  and 
first  President  of  the  National  Association 
for  the  study  and  Prevention  of  Tuberculosis, 
the  author  of  numerous  articles  on  tuber- 
culosis, an  investigator  in  effects  of  different 
agents  on  the  tubercle  bacillus  and  the  foun- 
der and  physician  superintendent  of  the  Sar- 
anac Lake  Sanitorium.  He  made  a very  wise 
observation  in  regard  to  overcoming  handi- 
caps when  he  said,  “When  one  learns  to  cease 
to  rebel  and  struggle  and  learns  to  be  con- 
tent with  part  of  a loaf  when  one  cannot 
have  a whole  loaf,  tho  a hard  lesson  to  learn, 
is  good  philosophy  for  the  tuberculosis  in- 
valid, and  to  his  astonishment  he  often  finds 
that  what  he  considers  the  half  loaf,  when 
acquiesced  in,  proves  most  satisfying.” 

Doctors  are  also  citizens  and  as  such  have 
an  important  part  to  play  in  community  life. 
Formerly  physicians  were  considered  as  some 
of  the  best  educated  men  in  the  community. 
Modern  life  with  its  complexities,  increased 
attendance  at  the  large  state  supported  uni- 
versities and  other  colleges  has  not  minimized 
the  importance  of  the  doctor  as  the  leader  in 
community  affairs.  It  is  reassuring  to  learn 
how  many  doctors  serve  on  school  boards, 
park  boards,  local,  county  and  state  groups 
and  advisory  boards. 


Dr.  Albert  Schweitzer,  probably  the  out- 
standing man  of  our  times,  exemplifies  the 
ideal  doctor.  Dr.  Schweitzer  received  doc- 
tor’s degrees  in  theology,  philology  and  music. 
He  has  written  the  definitive  work  in  Bach’s 
music  and  is  said  to  be  the  foremost  inter- 
preter of  his  music.  In  middle  age  he  left  his 
church,  parish  and  music  to  study  medicine 
as  he  wanted  to  do  things  for  people  more 
directly.  After  graduation  he  went  to  Lam- 
berene,  Africa  to  establish  a mission  hospital. 
For  nearly  forty  years  he  has  been  giving  de- 
voted service  to  the  natives  of  that  area.  He 
has  also  been  able  to  continue  his  music 
studies  and  practices  regularly.  It  has  been 
a very  satisfying  life.  In  his  many  writings, 
his  philosophy  might  be  expressed  simply  as 
having  two  things;  reverence  for  life  and  de- 
veloping an  inner  culture. 

The  responsibilities,  duties  and  rewards  of 
the  physician  are  many.  In  daily  practice  he 
encounters  much  and  even  petty  happening 
can  become  very  irritating.  Each  physician 
develops  his  method  of  handling  individual 
situations.  There  are  a variety  of  approaches 
and  solutions  to  the  problems  that  arise. 
Three  things  seem  to  be  specially  helpful. 
First,  the  desirability  of  acquiring  patience 
and  fortitude.  They  will  accomplish  much. 
Second,  a willingness  to  accept  situations  as 
they  occur  and  people  as  they  are.  This  will 
go  a long  way  toward  successfully  meeting 
the  day’s  work.  Third,  the  adoption  of  a pro- 
gram of  continued  study  and  betterment  of 
manual  skills.  Using  all  available  time,  there 
can  be  the  required  study  periods  that  will 
make  it  possible  to  have  a life  long  program 
of  self  improvement. 

Doctors  in  devoted  service  to  patients  give 
freely  of  their  knowledge  and  abilities.  Thru 
self  sacrifice  and  thoughtful  application  of 
practice  are  professional  ideals  approached. 
Efforts  in  the  attainment  of  these  goals  will 
provide  the  lasting  satisfactions  of  a job  well 
done.  Only  then  will  the  practitioner  become 
a real  physician. 
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This  letter  was  written  prior  to  the  September  14th  meeting 
of  the  councillors  and  district  officers,  but  will  of  necessity,  not 
appear  in  the  Journal  until  after  the  meeting.  This  joint  meeting 
has  been  held  for  the  past  several  years.  The  purpose  of  the  meet- 
ing is  to  acquaint  the  district  officers  with  the  workings  of  the 
council  and  also  some  of  its  problems.  Usually  they  are 
privileged  to  hear  some  outstanding  speaker  from  the  AMA.  The 
necessary  traveling  expense  of  the  officers  is  paid  by  the  State 
Association.  This  expense  will  be  well  worth  while  if  the  district 
officers  will  use  the  knowledge  they  acquire  at  these  meetings. 

These  meetings  also  brings  the  council  closer  to  the  districts.  We 
want  an  Association  which  is  controlled  by  no  group  or  groups. 

We  want  the  newest  member  to  feel  that  he  has  the  same  oppor- 
tunity as  the  oldest  to  take  part  in  activities  of  the  Association. 

At  the  first  district  meeting  following  the  joint  meeting  of  the  council  and  district  officers,  there  should 
be  a report  of  the  proceedings  of  the  joint  meeting.  Please  take  time  to  have  an  intelligent  discussion  of 
the  problems  presented.  We  all  would  rather  listen  to  scientific  papers,  but  let  me  tell  you  in  all  sincerity 
that  a successful  solution  of  our  economic  and  social  and  political  problems  is  necessary  if  we  wish  our 
scientific  programs  to  be  as  instructive  and  stimulating  as  they  have  been  in  the  past.  In  fact  the  preser- 
vation of  our  profession  depends  on  each  one  of  us  taking  time  out  to  find  out  what’s  going  on  and  then 
doing  our  little  bit  about  it.  If  we  all  do  something,  it  means  so  much  more  than  if  you  leave  it  all  up  to 
your  officers.  It  is  their  duty  to  tell  you  what  you  should  do  and  then  it  is  your  duty  to  do  it  to  the  best 
of  your  ability.  Take  time  to  find  out  who  are  your  state  and  federal  representatives.  Take  time  to  find 
out  how  you  should  stand  on  state  and  national  bills  effecting  not  only  medicine  but  such  things  as  fed- 
eral aid  to  education,  public  power  and  all  legislation  having  an  effect  on  our  system  of  regulated  free 
enterprise.  Then  make  it  a point  to  talk  to  these  men,  especially  those  with  whom  you  are  personally 
acquainted.  Tell  them  what  you  know  about  these  matters  and  how  you  feel  about  them.  They  are  anxious 
to  do  what  is  right  and  want  to  know  all  sides.  Don’t  tell  them  what  to  do,  but  merely  ask  them  to  give 
your  statements  and  opinions  serious  consideration  before  they  decide  how  to  vote.  Talking  to  these  men 
before  they  go  to  Pierre  or  Washington  accomplishes  so  much  more  than  writing  or  wiring  them  an  hour 
or  a day  before  a bill  is  to  be  voted  upon. 

By  this  time  you  have  all  received  appeals  to  contribute  to  the  American  Medical  Education  Fund. 
I hope  everyone  will  contribute  something.  Let’s  shDW  the  laymen  who  are  contributing  to  this  fund  that 
the  medical  profession  is  doing  their  part.  Don’t  forget  that  you  can  designate  to  what  school  you  wish 
your  contribution  to  go.  You  kill  two  birds  with  one  stone — you  show  the  public  we  are  willing  to  back 
up  our  beliefs  with  dollars  and  also  help  a school  of  your  own  choice. 

The  summer  let-down  is  now  over  and  the  district  meetings  should  be  in  full  swing.  I urge  everyone 
of  you  that  whenever  possible  attend  your  district  meetings.  If  you  approve  the  policies  of  your  of- 
ficers, give  your  support  to  make  them  still  better.  If  you  disapprove,  speak  up  in  open  meeting.  If  your 
criticism  is  constructive  and  justifiable  it  will  bring  results  beneficial  to  all  of  us.  If  your  disapproval 
is  based  upon  misunderstanding  the  situation  can  be  corrected  and  you  will  become  a better  member.  Our 
State  Association  can  be  no  stronger  than  our  district  societies;  or  district  societies  can  be  no  stronger  than 
our  individual  members.  I hope  that  every  eligible  doctor  belongs  to  the  State  Association  this  year  and 
every  year. 
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AMERICAN  MEDICAL  EDUCATION 
FOUNDATION  FUND— SOUTH  DAKOTA'S 
PARTICIPATION  TO  BE  ACTIVE 
History 

Since  the  end  of  World  War  II,  rising  cost, 
inflation,  decreased  income  from  endow- 
ments, and  fewer  large  benefactions,  have 
created  major  financial  problems  for  the  med- 
ical schools  of  the  United  States.  The  prob- 
lem has  been  compounded  by  the  call  on  the 
schools  during  this  same  period  to  expand 
their  enrollments  and  to  make  provisions  in 
their  teaching  programs  for  the  rapid  advance 
of  medical  science  and  a broadened  concept 
of  medicine’s  role  in  the  community.  In  recent 
years  ample  and  unprecedented  sums  have 
been  made  available  to  schools  for  research 
but  support  of  basic  teaching  budgets  has 
failed  to  keep  pace  with  essential  needs. 

Convinced  that  an  active  program  for  ad- 
ditional financial  support  would  have  to  be 
undertaken  if  the  medical  schools  were  to 
continue  to  provide  the  nation  with  an  ade- 
quate number  of  well  trained  physicians,  sev- 
eral groups  in  1948  began  a serious  study  of 
methods  of  raising  funds  on  a national  scale 
for  the  support  of  medical  education.  These 
groups  included  leaders  of  the  medical  pro- 
fession, medical  educators,  university  presi- 
dents, and  outstanding  public  citizens,  joined 
together  in  the  spring  of  1949  to  sponsor  the 
establishment  of  the  National  Fund  for  Med- 
ical Education.  The  objective  of  this  organ- 
ization is  to  raise  annually  from  the  medical 
profession,  business,  industry,  labor,  agricul- 
ture, and  other  groups  substantial  sums  for 
the  unrestricted  use  of  the  medical  schools  in 
support  of  their  teaching  programs. 

With  a group  of  distinguished  leaders  in 
American  life  serving  as  Trustees  under  the 
honorary  chairmanship  of  former  President 
Hoover,  the  National  Fund  held  its  first  meet- 
ing in  May  1949.  It  was  agreed  at  that  meet- 
ing that  no  public  announcement  should  be 
made  until  the  fund  was  fully  organized  and 
a substantial  nucleus  of  contributions  had 
been  secured. 


By  late  1950  the  organization  of  the  Fund 
had  advanced  to  the  point  where  it  became 
desirable  to  plan  a definite  program  for 
securing  contributions  from  the  medical  pro- 
fession in  support  of  the  Fund.  In  December 
1950  the  American  Medical  Association  ap- 
propriated $500,000  as  a nucleus  for  the  sum 
to  be  raised  by  the  medical  profession  in  1951. 
A few  weeks  later  the  Association  sponsored 
the  establishment  of  the  American  Medical 
Education  Foundation,  a not-for-profit  cor- 
poration under  the  laws  of  the  State  of  Ill- 
inois. THE  PURPOSE  OF  THE  FOUNDA- 
TION is  to  provide  an  instrument  through 
which  individual  physicians,  state  and  county 
societies,  and  other  professional  organizations 
can  make  contributions  in  support  of  medical 
education. 

The  first  meeting  of  the  American  Medical 
Education  Foundation  was  held  in  Chicago 
on  February  14,  1951.  A constitution  and  by- 
laws were  adopted.  At  this  meeting  the  plans 
were  initiated  for  a fund  raising  campaign 
and  for  making  distributions  to  the  medical 
schools  through  the  National  Fund  for  Med- 
ical Education.  The  American  Medical  As- 
sociation agreed  to  underwrite  all  the  opera- 
ting and  administrative  expenses  of  the 
Foundation.  This  generously  granted  agree- 
ment produced  the  result  that  every  dollar 
contributed  to  the  Foundation  could  be  passed 
on  in  full  to  the  medical  schools. 

At  the  initial  meeting  of  the  Directors  ar- 
rangements were  made  to  request  the  Com- 
missioner of  Internal  Revenue  to  rule  that 
contributions  to  the  Foundation  would  be  de- 
ductible from  income  tax.  A ruling  to  this 
effect  was  made  by  the  Commissioner  in  the 
spring  of  1951.  The  second  meeting  of  the 
Board  of  Directors  was  held  on  April  13,  1951. 
At  this  meeting  formal  action  was  taken  pro- 
viding for  the  distributions  by  the  National 
Funds  for  Medical  Education  of  the  funds 
raised  by  the  Foundation.  AT  THIS  MEET- 
ING THE  DIRECTORS  ALSO  VOTED  TO 
PERMIT  INDIVIDUALS  CONTRIBUTING 
TO  THE  FOUNDATION  TO  EARMARK 
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THEIR  DONATIONS  FOR  SPECIFIC  MED- 
ICAL SCHOOLS  AND  APPROPRIATE 
MACHINERY  WAS  ESTABLISHED  TO  IN- 
FORM THE  SCHOOLS  OF  SUCH  CONTRI- 
BUTIONS. 

From  its  inception  the  American  Medical 
Education  Foundation  has  worked  in  close 
cooperation  with  the  National  Fund  for  Med- 
ical Education.  The  National  Fund  is  de- 
signed to  function  on  a wholesale  basis  and  its 
objective  is  to  raise  funds  from  corporations 
and  other  organized  groups.  The  Foundation 
on  the  other  hand  is  conceived  as  a retail  or- 
ganization to  raise  funds  from  members  of 
the  medical  profession. 

The  foundation  has  arranged  to  distribute 
its  Funds  to  the  medical  schools  through  the 
National  Fund.  Three  classes  of  Grants  have 
been  established  by  the  National  Fund: 
CLASS  A GRANTS  which  are  to  be  a uni- 
form annual  sum  granted  to  each  accredited 
medical  school;  CLASS  B GRANTS  which 
are  to  be  a uniform  annual  sum  per  student 
in  each  accredited  medical  school  and  CLASS 
C GRANTS  which  will  be  awarded  to  in- 
dividual medical  schools  on  the  basis  of  spe- 
cial needs  and  problems.  In  any  given  year 
the  size  of  the  Class  A and  B Grants  and  the 
availability  of  Class  C Grants  will  be  determ- 
ined on  the  basis  of  the  total  sum  raised  by 
the  National  Fund  for  that  year. 

The  first  transfer  of  funds  was  made  to  the 
National  Fund  in  June,  1951,  in  the  amount  of 
$640,682.90  representing  the  $500,000  appro- 
priated by  the  American  Medical  Association 
and  the  additional  contributions  received  to 
May  31,  1951.  Shortly  after  July  1 the  Na- 
tional Fund  made  an  initial  Class  A Grant  of 
$15,000  to  each  of  the  nation’s  79  four  year 
medical  schools  and  $7,500  to  each  of  the  7 two 
year  medical  schools.  The  funds  provided  by 
the  Foundation  constituted  56  per  cent  of 
these  Grants. 

In  December  1951  the  National  Fund  for 
Medical  Education  informed  the  Foundation 
that  it  would  be  making  another  series  of 
Grants  to  the  medical  schools  early  in  1952. 
Arrangements  were  then  made  to  transfer 
immediately  after  January  1, 1952,  the  balance 
of  the  fund  raised  by  the  Foundation  in  1951 
which  amounted  to  $105,234.94.  This  sum  was 
combined  with  the  sums  raised  by  the  Na- 
tional Fund  for  Medical  Education  from  other 
sources  to  provide  Class  B Grants,  calculated 


on  the  basis  of  $17  per  student,  to  each  med- 
ical school  late  in  January,  1952.  For  the  four 
year  schools  depending  upon  the  size  of  their 
student  bodies  these  Grants  ranged  from 
$3,077  to  $11,373. 

These  amounts  are  small  in  comparison 
with  the  overall  operating  budgets  of  the  med- 
ical schools.  Their  importance  and  sig- 
nificance is  increased  when  it  is  realized  that 
for  many  of  the  schools  they  constitute  the 
largest  amount  of  totally  unrestricted  money 
that  the  schools  have  had  available  in  recent 
years.  These  Grants  have  thus  had  a useful 
value  far  in  excess  of  the  actual  number  of 
dollars  involved.  That  this  is  so  has  been 
attested  to  by  many  schools  that  have  re- 
ported that  these  Grants  have  enabled  them 
to  meet  urgent  needs  such  as  employing  ad- 
ditional instructors,  providing  small  but 
vitally  important  salary  increases  for  under- 
paid teachers  or  securing  badly  needed  equip- 
ment and  teaching  aids. 

The  1951  campaign  to  which  South  Dakota 
contributed,  but  very  little  financially,  has 
provided  an  accelerating  momentum  of  the 
profession’s  interest  in  the  Foundation  which 
must  be  considered  the  outstanding  achieve- 
ment of  the  1951  campaign. 

1952  has  seen  a tremendous  gain  in  contri- 
butions from  members  of  the  Medical  pro- 
fession. Many  states,  notably  Indiana,  Illinois, 
Colorado,  Pennsylvania,  South  Carolina,  and 
Virginia,  have  and  are  conducting  highly  suc- 
cessful campaigns.  It  is  the  hope  of  the  South 
Dakota  committee  that  our  campaign  in  our 
own  state  will  be  productive  of  contributions 
comparable  to  those  received  from  other 
states.  We  do  not  expect  to  produce  a total 
amount  similar  to  states  with  larger  popula- 
tions, but  we  do  expect  that  our  individual  re- 
turn will  be  at  least  as  good  as  that  coming 
from  our  neighbors. 

Your  committee  believes  that  the  American 
Medical  Education  Foundation  campaign  has 
more  far  reaching  implications  then  may  meet 
the  eye  at  the  first  glance.  It  is  for  this  reason 
that  a strenuous  effort  is  being  made  this 
year  to  institute  a campaign  program. 

Everyone  is  well  aware  of  the  economic 
situation  today.  We  have  all  experienced  a 
shrinkage  in  the  value  of  our  dollars.  This 
same  experience  has  been  felt  in  the  medical 
education  field. 
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We  do  not  have  to  be  reminded  that  the 
money  we  as  students  paid  in  tuition  came  no 
where  near  paying  the  cost  of  our  education. 
The  balance  of  this  cost  was  met  through 
taxation  in  the  case  of  a state  supported 
school,  and  through  private  gifts  in  the  case 
of  the  private  school.  The  economic  situation 
has  made  both  sources  inadequate  to  meet  the 
demands  of  present  day  costs.  This  is  the 
reason  an  appeal  is  being  made  for  funds. 

It  has  been  proposed  by  some,  in  despera- 
tion no  doubt,  that  the  Federal  Government 
be  urged  to  step  in  and  meet  this  deficiency 
through  Federal  Grants.  The  issue  that  be- 
comes involved  is  simply  this:  Medicine  feels 
that  should  this  be  permitted  we  would  be- 
come as  guilty  as  anyone  else  in  shifting  our 
responsibility  to  the  Government.  This  is  the 
very  thing  we  have  been  complaining  about 
for  the  past  several  years.  The  Government 
has  had  everything  shifted  to  it  that  the 
public  has  not  wanted  to  be  troubled  with, 
such  as  welfare,  insurance,  hospital,  and  med- 
ical care.  The  Government  cannot  always  be 
blamed,  because  it  has  followed  the  wishes  of 
some  of  the  people  when  the  people  them- 
selves have  made  no  effort  to  solve  these 
problems.  These  are  the  questions:  Is  med- 
icine to  join  in  asking  the  Government  to  take 
over  the  financial  support  of  medical  schools? 
Are  we  to  shift  this  additional  responsibility 
to  the  Government?  Are  we  to  be  a party  to 
increasing  taxes  to  carry  this  additional  ex- 
pense? Are  we  to  join  in  making  the  Govern- 
ment more  indispensable  in  our  economic  life? 
Are  we  to  strengthen  the  position  of  Govern- 
ment in  providing  for  us  and  our  needs?  This 
is  Socialism  by  whatever  name  you  will  call 
it. 

It  becomes  our  job  to  prove  that  the  med- 
ical profession  is  a believer  in  what  it  says, 
“All  problems  can  be  solved  by  the  people 
at  the  community  level.”  We  should  not  de- 
lude ourselves  with  the  false  belief  that 
paternalism  by  government  is  best  for  any 
country. 

The  committee  makes  this  one  appeal:  We 
want  to  finish  our  campaign  stating  that 
every  member  of  our  association  gave  to  this 
cause.  If  you  can  only  spare  a little,  send  it  in. 
It  will  make  the  South  Dakota  campaign  a 
total  effort.  It  will  prove  that  every  physician 
in  our  state  is  participating  in  this  effort  to 


prove  that  the  individual  can  and  will  accept 
his  responsibility. 


Schizophrenia — 

(Continued  from  Page  248) 
in  these  studies  indicate:  (1)  that  persons  suf- 
fering from  epilepsy  and  from  schizophrenia 
harbor  in  nasopharynx,  in  pulpless  teeth,  and 
sometimes  in  their  blood,  specific  types  of 
alpha  streptococci  of  low  general  but  high  and 
specific  “neurotropic”  virulence;  (2)  that  the 
streptococci  produce  neurotoxins  which  have 
predilection  for  certain  structures  in  the 
brain  and  thus  may  play  a role  in  pathogen- 
esis and  (3)  that  attempts  to  combat  such  in- 
apparent  infections  specifically  by  passive 
and  active  immunization  with  the  respective 
antigens  and  antibodies  are  indicated  in  ad- 
dition to  present-day  methods  of  prevention 
and  cure. 

Further  studies  on  the  production  and 
nature  of  artificial  antibodies  and  on  their 
therapeutic  application  are  in  progress  and 
will  be  reported  in  due  course. 
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YOUR  PATIENT  IS  CRITICAL,  DOCTOR! 


It  will  take  at  least 


$1,000,000.00 

this  year  to  make  him  well 


Medical  education  and  your  own  medical  school  are  in  need  of  financial  assistance. 
Salaries  have  increased  — supplies  cost  more  • — endowment  incomes  have  been  re- 
duced. All  this  adds  up  to  a serious  financial  problem.  Many  of  our  schools  are  faced 
with  curtailing  their  programs. 

The  American  Medical  Association  has  issued  a call  for  financial  help  from  the 
physicians  of  this  nation  — we  want  to  keep  our  schools  operating  effectively.  If  our 
schools  are  to  remain  as  we  know  them  — your  help  is  needed  now. 

So  far  South  Dakota  physicians  have  contributed  very 
little.  If  you  are  the  physician  who  has  not  contributed, 
please  mail  your  check,  today. 


Please  Clip  and  Mail 


South  Dakota  Medical  Association, 

Medical  Education  Fund. 

I hereby  subscribe DOLLARS 

to  the  American  Medical  Education  Foundation  as  my 
contribution  to  assist  our  medical  schools. 


( ) Please  bill  me: 

( ) Check  in  full  en- 
closed. 


I understand  this  money  will  be  turned  over  to  the 
American  Medical  Education  Foundation,  with  the  un- 
derstanding that  my  contribution  will  be  given  to  the 

following  medical  school 

Name M.D. 

Address  - 


(Make  your  check  payable,  American  Medical  Education  Foundation  Fund,  300  First 
National  Bank  Building,  Sioux  Falls,  South  Dakota.) 


THE 


olleg: 
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South  Dakota  Society  of 

Obstetrics  and  Gynecology 


The  South  Dakota  Society 
of  Obstetrics  and  Gynecology 
had  its  first  organizational 
meeting  on  May  20th  at  the 
Cataract  Hotel,  Sioux  Falls, 
S.  D.  The  purposes  of  the 
meeting  were  (1)  to  devise  a 
method  for  forming  a South 
Dakota  Society  of  Obstetrics 
and  Gynecology,  and  (2)  to 
discuss  objectives  of  such  an 
organization. 

Officers  elected  at  a latter 
date  by  mail  ballot  were: 
W.  H.  Saxton,  M.D..  Huron, 
President  and  V.  V.  Kobza, 
M.D.,  Rapid  City  as  Secre- 
tary-Treasurer. 

A minimum  of  two  scien- 
tific meetings  per  year  were 
recommended,  one  to  be  held 
during  the  State  Medical 
meeting  each  May.  A winter 
meeting  will  be  held,  possibly 
in  conjunction  with  the  meet- 
ing of  the  state  committees  at 
Huron,  the  exact  time  and 
place  to  be  set  by  the  officers. 

The  initial  objectives  of 
the  organization  were  thor- 
oughly discussed  and  may  be 
summarized  as  follows: 

AIMS 

1.  To  help  South  Dakota 
physicians  who  are  especially 
interested  in  Obstetrics  and 
Gynecology  to  become  better 
acquainted  with  each  other. 


2.  To  assist  in  maintaining 
the  highest  quality  of  Ob- 
stetrical and  Gynecological 
care  in  our  state. 

3.  To  provide  meetings 
where  educational  papers 
and  studies  may  be  presented 
and  discussed. 

4.  To  constructively  study 
maternal  mortality  in  our 
state. 

5.  To  assist  in  the  procure- 
ment of  one  or  more  Ob- 
stetrical and  Gynecological 
speakers  at  each  meeting  of 
the  South  Dakota  State  Med- 
ical Society  Meeting.  In  this 
connection,  the  names  of  sev- 
eral first  rate  speakers  in  this 
field  were  recommended  for 
the  next  meeting. 

The  twenty-seven  Found- 
ing Members  of  the  organiza- 
tion are  as  follows: 

Richard  C.  Baughman 

Madison,  S.  Dak. 

Clifford  F.  Binder 

Chamberlain,  S.  Dak. 

Frank  H.  Cooley 

Aberdeen,  S.  Dak. 

Jack  T.  Cowan 

Pierre,  S.  Dak. 

Walter  A.  Dawley 

Rapid  City,  S.  Dak. 

Warren  H.  Fairbanks 

Vermillion,  S.  Dak. 

Harold  J.  Grau 

Rapid  City,  S.  Dak. 

Roy  E.  Jernstrom 

Rapid  City,  S.  Dak. 

John  E.  Johnson 

Sioux  Falls,  S.  Dak. 


Ross  M.  Kilgard 

Watertown,  S.  Dak. 

Bernard  F.  King 

Aberdeen,  S.  Dak. 

Sec.-Treas.  Val  V.  Kobza 
Rapid  City,  S.  Dak. 

Arthur  A.  Lamport 

Rapid  City,  S.  Dak. 

Fred  D.  Leigh 

Huron,  S.  Dak. 

Robert  H.  Quinn 
Sioux  Falls,  S.  Dak. 

Brooks  Ranney 
Yankton,  S.  Dak. 

Arthur  P.  Reding 

Marion,  S.  Dak. 

Maurice  C.  Rousseau 
Watertown,  S.  Dak. 

Pres.  William  H.  Saxton 
Huron,  S.  Dak. 

Howard  L.  Saylor,  Jr. 

Huron,  S.  Dak. 

Sion  F.  Sherrill 
Belle  Fourche,  S.  Dak. 

Fred  S.  Stahmann 

Sioux  Falls,  S.  Dak. 

Granville  H.  Steele 
Aberdeen,  S.  Dak. 

Charles  A.  Stern 
Sioux  Falls,  S.  Dak. 

C.  Rodney  Stoltz 

Watertown,  S.  Dak. 

Myron  C.  Tank 

Brooking,  S.  Dak. 

Leonard  W.  Tobin 
Mitchell,  S.  Dak. 


LAKE  NORDEN 
TO  BUILD  CLINIC 

The  Lake  Norden  Com- 
munity Improvement  Assoc- 
iation announced  last  month 
that  plans  for  raising  $12,000 
to  construct  a clinic  building 
for  the  local  physician  are 
now  under  way.  It  is  expec- 
ted to  have  the  structure 
completed  and  ready  for 
occupancy  when  cold  weather 
sets  in.  The  Association  re- 
ported that  half  of  the  stock 
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has  already  been  subscribed. 
At  the  same  time  a new  drug 
store  will  open  in  Lake  Nor- 
den  under  the  direction  of 
Mr.  C.  M.  VanderVelde. 


MISSISSIPPI  VALLEY 
GROUP  TO  MEET 

The  17th  Annual  Meeting 
of  the  Mississippi  Valley 
Medical  Society  will  be  held 
at  the  Jefferson  Hotel,  in  St. 
Louis,  October  1,  2,  3 under 
the  presidency  of  Daniel  Sex- 
ton, M.D.,  Assistant  Professor 
of  Internal  Medicine  at  the 
St.  Louis  University. 

This  meeting  will  coincide 
with  the  9th  Annual  Meeting 
of  the  American  Writers  As- 
sociation which  is  scheduled 
for  October  1 at  the  same 
hotel.  37  clinical  teachers 
will  appear  on  the  program 
including  Drs.  E.  J.  McCor- 
mick; Phillip  S.  Hench;  Keith 
S.  Grimson;  Wallace  L.  Cra- 
dock;  Robert  N.  Newman; 
Walter  C.  Alverez;  William 
M.  Lees;  Grayson  Carroll; 
Robert  W.  Bartlett;  Ralph  A. 

I Consela  and  others. 

I There  will  be  three  full 
I days  of  scientific  meetings. 
The  entire  program  being 
especially  arranged  to  appeal 
to  general  practitioners. 
There  will  also  be  large  tech- 
nical and  scientific  exhibits, 
noon  round  table  luncheons, 

I fellowship  hours  and  ban- 
quet. Any  physician  of  the 
midwest  is  cordially  invited 
r to  attend.  Detailed  programs 
£ may  be  secured  from  Dr. 
f Harold  Swanberg,  W.  C.  U. 
t Building,  Quincy,  Illinois. 


NARCOTICS  BUREAU 
!;  SETS  NEW  RULES  ON 
t TELEPHONE  ORDERS 

The  Federal  Bureau  of 
Narcotics  has  sent  out  a new 


J' 


ruling  on  telephone  orders, 
which  is  contained  in  article 
172  of  the  Bureau  of  Nar- 
cotics Rgulations  IfS.  Tele- 
phone orders:  The  furnishing 
of  narcotics  persuant  tele- 
phone advice  of  practitioners 
prohibited  whether  prescrip- 
tions covering  are  subse- 
quently received  or  not; 
except  that  in  an  emergency 
the  druggist  may  deliver  nar- 
cotics through  his  employee 
or  responsible  agent  per- 
suant to  a telephone  order, 
provided  the  employee  or 
agent  is  supplied  with  the 
properly  prepared  prescrip- 
tion before  delivery  is  made; 
which  prescription  shall  be 
turned  over  to  the  druggist 
and  filed  by  him  as  required 
by  the  law. 


A NEW  VA  CONTRACT 
SET  FOR  1953 

The  South  Dakota  State 
Medical  Association  has  re- 
newed its  contract  with  the 
Veterans  Administration  for 
home  town  medical  care  for 
another  year.  A few  minor 
changes  have  been  made  in 
the  contract  most  of  which 
concern  the  handling  in  the 
executive  office  rather  than 
any  changes  in  the  actual 
procedures  of  the  physicians 
caring  for  the  VA  bene- 
ficiaries. 

The  only  difference  is  that 
the  VA  now  calls  for  a list  of 
participating  physicians  in 
the  program  as  set  up  itself 
in  South  Dakota  includes  all 
physicians  who  are  members 
of  the  Medical  Association. 


V.A.  URGES  CARE  IN 
CHLORAMPHENICOL 
USE 

In  recent  medical  literature 
there  has  been  an  increasing 
number  of  reports  of  patients 
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who  were  affected  adversely 
by  hitherto  unsuspected  toxic 
properties  of  chloramphen- 
icol, especially  as  regards  in- 
volvement of  the  blood  and 
bone  marrow.  Transient  de- 
pression of  the  formed  ele- 
ments of  the  blood  has  been 
noted  during  therapy  with 
the  drug,  but  a more  serious 
and  even  fatal  reaction  has 
been  the  development  of  a 
plastic  anemia  in  a number 
of  patients  who  have  pre- 
viously received  one  or  more 
courses  of  chloramphenicol 
without  untoward  effect. 
Similar  blood  dyscrasias  fol- 
lowing treatment  with  this 
drug  have  been  reported  re- 
cently by  VA  hospitals. 

In  consideration  of  these 
reports  and  in  view  of  the 
large  amount  of  chloramp- 
henicol which  has  been  pre- 
scribed in  VA  field  stations, 
I am  calhng  to  the  attention 
of  all  professional  personnel 
who  are  prescribing  or  ad- 
ministering this  or  any  other 
of  the  newer  drugs,  that 
there  may  be  a risk  involved 
in  their  use  which  must  be 
carefully  guarded  against  by 
all  available  clinical  and 
laboratory  methods. 

For  the  present,  the  use  of 
chloramphenicol  should  be 
limited  to  the  treatment  of 
severe  infections  in  which 
this  antibiotic  has  been 
shown  to  the  most  effective 
remedy.  In  such  cases  chlor- 
amphenicol may  be  adminis- 
tered in  minimal  effective 
dosage,  for  a definite  period 
of  time,  and  with  careful  con- 
trol by  periodic  blood  exam- 
inations. In  cases  untoward 
effects  of  the  drug  are  en- 
countered, an  abstract  report 
of  the  patient’s  clinical  record 
will  be  forwarded  promptly 
to  the  VA. 
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I NEWS  NOTES 

J.  V.  Yackley.  M.D.,  Rapid 
City,  S.  D.,  went  on  military 
duty  July  7th. 

❖ ❖ ❖ 

Dr.  Oliver  Slorsteen  of 

Webster  is  now  located  at  the 
Mayo  Clinic  in  residency. 

H=  * 

D.  R.  Brown,  M.D.  form 
erly  of  Tyndall  has  located  in 
Winner. 

^ 

H.  F.  Hansen,  M.D.,  form- 
erly at  Vermillion  is  now  on 
the  staff  of  the  Veteran’s  Ad- 
ministration Hospital  in 
Sioux  Falls. 


BOARD  OF  EXAMINERS 
SETS  OFF  DRIVE 
AGAINST  QUACKS 

The  South  Dakota  State 
Board  of  Osteopathic  Exam- 
iners after  their  meeting  of 
July  15th  in  Rapid  City,  de- 
termined to  go  ahead  and  see 
that  violators  of  the  Medical 
Practice  Act  were  prosecuted 
for  their  activities. 

First  prosecution  came  as 
an  individual  in  Sioux  Falls 
calling  himself  Doctor  Basil 
Lezak,  Phd.  and  N.D.,  was 
arrested  on  the  complaint  of 
the  Executive-Secretary  of 
the  Board,  after  an  investi- 
gation was  made. 

The  so-called  doctor 
treated  one  of  the  office 
people  from  the  Medical  As- 
sociation headquarters  and 
gave  the  individual  pills  and 
accepted  money  for  the  treat- 
ment. He  was  given  ninety 
days  in  jail  by  municipal 
judge  Conway  of  Sioux  Falls. 

The  complaint  on  Doctor 
Lezak  was  signed  on  August 
1st  and  the  sentencing  com- 
pleted by  the  4th. 


In  the  second  case  a com- 
plaint has  been  sworn  out  by 
the  time  this  article  goes  to 
press  on  an  alleged  violator 
of  the  law  in  Carthage,  S.  D. 
The  Executive-Secretary  of 
the  Board  signing  that  com- 
plaint also.  Arrest  was  to  be 
made,  and  whether  or  not  a 
penalty  has  been  invoked  re- 
mains to  be  seen. 

The  Board  has  served 
notice  on  other  practitioners, 
that  they  will  be  prosecuted 
and  it  is  the  hope  of  the 
Board  that  some  of  them  may 
be  driven  out  of  the  state  by 
this  activity. 


SOUTH  DAKOTA 
GROUPS  MULL 
COMMITTMENT  LAW 

Spearheaded  by  the  South 
Dakota  Mental  Health  Asso- 
ciation several  groups  in  the 
state  are  considering  changes 
in  the  committment  laws  for 
mentally  ill  in  the  state.  A 
committee  made  up  of  per- 
sons in  Sioux  Falls  connected 
with  the  mental  health  asso- 
ciation have  made  three  or 
four  drafts  which  have  been 
presented  to  the  various  legal 
advisors  to  the  Board  of 
Charities  and  Corrections.  It 
is  planned  that  the  final 
draft  will  be  approved  by  the 
Board  of  Charities  and  Cor- 
rections, the  State  Medical 
Association,  Veteran’s  Groups 
and  the  Govenor’s  Committee 
on  Children  and  Youth  be- 
fore presentation  to  the  legis- 
lative research  council. 


PR  WORKSHOP  SET 
FOR  SEPTEMBER 

School  bells  will  be  ringing 
for  all  state  and  county  pub- 
lic relations  personnel  when 
“classes”  convene  September 


4 and  5 at  the  first  Public  Re- 
lations Institute.  Sponsored 
by  the  American  Medical  As- 
sociation as  a supplement  to 
the  annual  Medical  Public 
Relations  Conference,  the  In- 
stitute will  feature  clinics  on 
a variety  of  practical  PR 
problems.  The  sessions,  de- 
signed primarily  for  lay  pub- 
lic relations  employees  of 
state  and  county  medical  so- 
cieties, will  be  held  at 
Chicago’s  Edgewater  Beach 
Hotel. 


SOUTH  DAKOTA 
ADMITS  NEW 
LICENSEES 

July  15th  and  16th  the 
South  Dakota  State  Board  of 
Examiners  passed  seven 
American  trained  physicians 
by  examination;  five  D.P. 
physicians  by  examination 
and  twelve  physicians  by  re- 
ciprocity. 

The  next  State  Board  ex- 
aminations will  be  held  in 
January  1953  in  Sioux  Falls. 

J.  C.  OHLMACHER  TAKES 
ABERDEEN  POST 

After  34  years  at  the  Uni- 
versity of  South  Dakota  Doc- 
tor J.  C.  Ohlmacher  is  leav- 
ing the  school  of  medicine  to 
become  pathologist  at  St. 
Luke’s  Hospital  in  Aberdeen. 
While  at  the  University,  Doc- 
tor Ohlmacher  also  was  di- 
rector of  the  State  Health 
Laboratory,  a position  he  is 
now  resigning. 

Doctor  Ohlmacher  will 
continue  to  hold  title  Dean 
Demeritus  of  the  School  of 
Medicine  and  Professor  of 
Pathology  which  he  has  held 
since  1946  when  he  resigned 
as  Dean  of  the  School. 
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NOTES 

Doctor  F.  E.  Kelsey,  form- 
erly Associate  Professor  of 
Pharmacology  at  the  Univer- 
sity of  Chicago,  has  been  ap- 
pointed Professor  of  Phar- 
macology and  Chairman  of 
the  Department  of  Phys- 
iology and  Pharmacology. 
His  appointment  is  to  become 
effective  August  1,  1952. 

^ 

Doctor  Max  A.  Heinrich, 
Jr.  has  been  appointed  As- 
sistant Professor  in  Phar- 
macology effective  Septem- 
ber 1,  1952.  He  was  formerly 
an  Instructor  in  Phar- 
macology at  Jefferson  Med- 
ical College. 

* * * 

Doctor  Eugene  C-  Pirtle 
formerly  of  the  Department 
of  Bacteriology,  College  of 
Medicine,  State  University  of 
Iowa,  has  been  appointed  the 
Assistant  Professor  in  the  De- 
partment of  Microbiology. 

HS  Hi 

Doctor  Willard  V.  Thomp- 
son has  resigned  his  position 
as  Associate  Professor  in 
Pathology. 

^ ^ 

Doctor  Keatha  Krueger  has 
been  the  recipient  of  the 
United  States  Public  Health 
Service  research  grant  in  the 
amount  of  $2,000.00  for  a con- 
tinuation of  her  studies  on 
enzyme  systems. 

sH  * 

Doctor  John  H.  Fodden, 
M.D.,  formerly  Associate  Pro- 
fessor of  Pathology  at  Dal- 
housie  University,  School  of 
Medicine,  has  been  appointed 
Associate  Professor  in  Path- 
ology effective  September  1, 
1952. 


The  National  Heart  In- 
stitute has  renewed  a Cardio- 
vascular Teaching  Grant  in 
the  amount  of  $5,000.00  to  the 
School  of  Medicine  to  enable 
a continuation  of  special 
course  work  relating  basic 
cardio-vascular  physiology  to 
correlated  medical  disease 
processes.  This  program  is 
under  the  direction  of  Doctor 
R.  E.  Anderson,  Professor  of 
Physiology,  with  Doctors 
W.  L.  Jones  and  T.  J-  Billion, 
Jr.,  medical  instructors  in  the 
teaching  program. 

sf:  He 

The  School  of  Medicine  at 
the  University  of  South 
Dakota  is  in  receipt  of  a 
Class  A Grant  from  the  Na- 
tional Fund  for  Medical  Edu- 
cation in  the  amount  of  $7,- 
530.00.  Purposes  to  which 
this  money  may  be  allocated 
are  primarily  in  support  of 
the  instructional  budget  of 
the  school.  Since  slightly 
over  half  of  the  represented 
amount  was  obtained  from 
contributions  received  from 
the  American  Medical  Edu- 
cation Foundation,  certainly 
due  appreciation  should  be 
extended  the  physicians  con- 
tributing to  this  Fund.  In- 
dividual donations  from 
physicians  of  the  State  who 
designated  their  contribu- 
tions to  be  allocated  to  this 
school  amount  to  $30.00  for 
the  period  January  to  June, 
1952. 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 
TO  MEET 

The  officers  and  members 
of  the  Omaha  Mid-West  Clin- 
ical Society  invite  all  ethical 
physicians  to  attend  our 


Twentieth  Anniversary  Clin- 
ical Assembly  to  be  held  at 
Hotel  Paxton,  Omaha,  Ne- 
braska, October  27th  to  31st, 
inclusive. 

An  outstanding  program 
which  includes  guest  and 
member  speakers  who  will 
present  addresses,  clinics, 
panel  discussions,  question 
and  answer  periods,  as  well 
as  a daily  medical  motion  pic- 
ture schedule,  scientific  and 
technical  exhibits — all  tradi- 
tional with  Mid-west  — is 
now  almost  complete. 


MINN.  GP  GROUPS 
ISSUES  INVITATION 

“The  Minnesota  Academy 
of  General  Practice  will  hold 
its  annual  Fall  Refresher  at 
the  Hotel  Radisson  n Minn- 
eapolis on  Wednesday,  the 
29th  of  October,  1952,  starting 
at  8:20  A.  M.  Ths  is  an  inten- 
sive one  day  course  on  a var- 
iety of  subjects.  A distin- 
gushed  list  of  speakers  will 
include  Doctor  Philip  Thorek 
and  Philip  Lewin  of  Chicago, 
Dr.  A.  C.  Corcoran  of  Cleve- 
land, Dr.  J.  E.  Estes  of  the 
Mayo  Clinic,  Doctors  E.  T. 
Bell  and  Cecil  J.  Watson  of 
the  University  of  Minnesota.” 


I UROLOGY  AWARD 

The  American  Urological 
Association  offers  an  annual 
award  of  $1,000.00  (first  prize 
of  $500.00,  second  prize  $300.- 
00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some 
clinical  or  laboratory  re- 
search in  Urology.  Com- 
petition shall  be  limited  to 
urologists  who  have  been  in 
such  specific  practice  for  not 
more  than  five  years  and  to 
men  in  training  to  become 
urologists. 
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SOUTH  DAKOTA  BOARD  OF  PHARMACY 
ISSUES  CERTIFICATES  OF  LICENSURE 

The  South  Dakota  State  Board  of  Pharmacy 
has  issued  Registered  Pharmacist  certificates 
to  twenty-six  pharmacy  college  graduates 
who  appeared  at  the  Board  meeting  in  Brook- 
ings on  June  10,  11,  12,  1952. 

Reciprocal  licensure  applications  were  ap- 
proved for  Milton  Rosen  from  Minnesota  and 
George  E.  Worle  from  North  Dakota.  Mr. 
Rosen  is  employed  at  the  Kreiser  Drug  Store 
at  Watertown  and  Mr.  Worle  at  the  Red  Cross 
Drug  in  Sisseton. 

The  final  grade  reports  for  the  State  Board 
examinations  were  announced  by  the  Board 
of  Pharmacy  on  July  8,  1952.  All  of  the  can- 
didates for  licensure,  by  examination,  re- 
ceived passing  grades.  Leslie  Mark  Holmes 
of  Leola  ranked  first  with  an  average  grade 
of  91.14  per  cent.  Second  place  went  to  Roger 
W.  Johnson  of  McIntosh  who  received  an 
average  grade  of  87.19  per  cent.  O.  Dewayne 
Roti  of  Howard  ranked  a very  close  third 
place  with  an  average  of  87.00  per  cent.  All 
three  of  these  boys  graduated  from  the  Di- 
vision of  Pharmacy  at  South  Dakota  State 
College  on  June  9,  1952. 

Twelve  of  the  1952  graduates  from  the  Di- 
vision of  Pharmacy  at  State  College  had  not 
completed  the  required  one  year  of  practical 
experience.  These  candidates  were  examined 
only  in  the  written  subjects  of  Pharmacy, 
Materia  Medica,  Chemistry  and  Pharmaceu- 
tical Arithmetic.  Pharmacy  college  graduates 
who  received  passing  grades  in  all  of  their 
written  subjects  include:  Alvin  G.  Auchstet- 
ter,  Madison,  Minnesota;  Bonnie  Backman, 
Sioux  Falls;  Robert  L.  Beedle,  Brookings; 
David  W.  Bohn,  Milbank;  Dale  A.  Duckett, 
Bluefield,  West  Virginia;  Harold  E.  Fromm, 
Clear  Lake;  Marlyn  Eugene  Graham,  Greg- 
ory; Joseph  Daniel  Moriarty,  Brookings; 
Eugene  Wesley  Palmer,  Deadwood;  Donald 
W.  Turgeon,  Burke;  Robert  N.  Volk,  Aber- 
deen and  Vern  Scott  Whitley,  Jr.,  Gregory. 

Certificates  of  licensure  bearing  the  date 


of  June  12,  1952,  have  been  issued  by  the 
South  Dakota  State  Board  of  Pharmacy  as 
follows: 

Cert.  Number  Registered  Pharmacist 
B.S.  Degree.  College,  Year,  Address 

R-3046  Milton  Rosen,  B.S.-U.  of  Minn.-1940 

Watertown,  S.  D. 

R-3047  George  Emil  Worle,  B.S.-NDAC-1950 

Sisseton,  S.  D. 

3048  Harold  E.  Bittner,  B.S.-SDSC-1951 

Marion,  S.  D. 

3049  Clayton  C.  Carruthers,  B.S.-SDSC-1951 

ChGst0T  S 13 

3050  Charles  M.  Dietz, ’b.S.-SDSC-1950 

Mankato,  Minn. 

3051  Milton  K.  Digre,  B.S.-SDSC-1951 

Redfield,  S.  D. 

3052  Richard  F.  Feick,  Jr.,  B.B.-SDSC-1951 

Vermillion,  S.  D. 

3053  Richard  G.  Hedemark,  B.S.-SDSC-1951 

Ortonville,  Minn. 

3054  Allan  A.  Knudson,  B.S.-SDSC-1951 

Pollock,  S.  D. 

3055  Mary  Ann  Kohler,  B.-S.-SDSC-1951 

Rapid  City,  S.  D. 

3056  Darrel  L.  Meek,  B.S.-SDSC-1951 

Oldham,  S.  D. 

3057  John  H.  Radeke,  BS-SDSC-1951 

Milbank,  S.  D. 

3058  Timothy  A.  Ryan,  B.S.-SDSC-1951 

Deadwood,  S.  D. 

3059  Maxine  V.  Williams,  B.S.-SDSC-1951 

Salem,  S.  D. 

3060  Dale  E.  Youells,  B.S.-SDSC-1951 

Watertown,  S.  D. 

3061  Phyllis  Chase  Annala,  B.S.-U.  Wyo.-1951 

Rapid  City,  S.  D. 

3062  Marcus  Q.  Arneson,  B.S.-SDSC-1952 

Montevideo,  Minn. 

3063  Earle  T.  Crissman,  B.S.-NDAC-1952 

Ipswich,  S.  D. 

3064  Leslie  Mark  Holmes,  B.S.-SDSC-1952 

Leola,  S.  D. 

3065  Roger  W.  Johnson,  B.S.-SDSC-1952 

McIntosh,  S.  D. 

3066  Morris  Lloyd  Jones,  B.S.-SDSC-1952 

Aberdeen,  S.  D. 

3067  Elaine  M.  Lichtsinn,  B.S.-NDAC-1952 

Watertown,  S.  D. 

3068  Dolly  May  (Mettler)  Nelsen,  B.S.-SDSC- 

1952,  Colman,  S.  D. 

3069  Jess  M.  Ondell,  Jr.,  B.S.-SDSC-1952 

Sioux  Falls,  S.  D. 

3070  O.  Dewayne  Roti,  B.S.-SDSC-1952 

Howard,  S.  D. 

3071  Philip  H.  M.  von  Fischer,  B.S.-SDSC- 

1952,  Springfield,  Minn. 


AMERICAN  COLLEGE  OF 
APOTHECARIES  ADOPTS 
ANTI-SUBSTITUTION  BY-LAW 

C.  J.  Masterson,  President  of  the  American 
College  of  Apothecaries  today  announced  the 
adoption,  of  a By-Law  to  the  Constitution 
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which  strongly  reaffirms  the  College’s  pre- 
vious position  regarding  substitution.  The 
By-Law  states,  “Any  Fellow  of  the  College 
who  has  been  found  substituting  a product  or 
a brand  name  of  a product  other  than  that 
specified  on  the  prescription,  without  definite 
authorization  will  be  subject  to  expulsion 
from  the  College  as  specified  by  Article  IX 
of  the  Constitution.” 

In  taking  this  action  it  is  the  sincere  hope 
of  the  College  that  other  National,  State  and 
Local  Pharmaceutical  Associations  will  do 
likewise  and  make  every  effort  to  rid  our  pro- 
fession of  those  fringe  operators  who  are  des- 
troying the  confidence  in  the  honest  and 
ethical  pharmacist. 


NEWS  NOTES 

Owen  Benthin  (State  1950)  passed  the  Cali- 
fornia Board  at  the  July  examination  and  is 
employed  as  a pharmacist  at  Glendale,  Cali- 
fornia. 

N.  R.  Glarum,  Fredrick,  S.  D.;  Joe  Cowan, 
Conde,  S.  D.  and  Floyd  Cornwell,  Webster, 
S.  D.  made  a trip  to  Midwest  Shrine  Conclave 
at  Grand  Forks,  N.  D.  August  22  and  23  with 


Yelduz  Temple  Band  of  Aberdeen.  Floyd 
Cornwell  is  President  of  the  Band. 

Mr.  and  Mrs.  Lloyd  Wagner,  Marion,  S.  D. 
are  the  proud  parents  of  a baby  boy,  born 
August  2nd. 

Kieth  Keller,  Viborg,  S.  D.  has  purchased 
the  large  building  next  to  his  drug  store  and 
plans  to  put  in  a variety  store  with  a connect- 
ing door  to  the  drug  store.  He  is  installing 
new  fixtures  and  flooring  in  both  buildings. 

Carl  (Swede)  Johnson,  Sioux  Falls,  has  pur- 
chased a store  at  Morris,  Minnesota.  Since 
graduating  from  State  in  1950  he  has  been  em- 
ployed at  Lewis  Drug  and  Dow  Drug  at  Sioux 
Falls,  S.  D. 

Garvin  C.  Berlsch,  Wessington  Springs,  who 
has  been  released  from  active  duty  with  the 
Army  after  serving  a tour  of  duty  in  Korea, 
is  now  working  at  Saterlie  Drug,  Mitchell, 

S.  D. 

Bob  Barr,  Brookings,  S.  D.  has  been  home 
on  leave  from  the  Army.  He  has  reported  for 
duty  in  Alaska. 

Mrs.  Tom  (Marie)  Mills  has  been  doing  re- 
lief work  at  the  S.  F.  Clinic  Pharmacy  while 
Kurt  Lugg  took  his  vacation. 


The  1952  edition  of  the  Lilly  Digest  will  be  off  the  press  at 
an  early  date.  Look  for  your  copy  soon.  Each  year  since 
1932,  Eli  Lilly  and  Company  has  published  and  distributed 
free  of  charge  the  Lilly  Digest  of  retail  drug-store  opera- 
tions. The  new  edition  will  again  provide  a logical  basis  for 
measuring  past  accomplishments  and  for  planning  future 
business  operations  in  your  store.  Through  the  years,  thou- 
sands of  retail  pharmacists  have  been  benefited  by  the 
Lilly  Digest.  Its  appearance  each  year  is  another  manifesta- 
tion of  the  Lilly  Policy  of  complete  co-operation  with 
retail  pharmacy.  We  are  a Lilly  distributor  and  heartily 
endorse  the  Lilly  Policy.  For  quick,  competent  service  send 
your  orders  to  us. 


Brown  Drug  Compnny 

SIOUX  FALLS,  SOUTH  DAKOTA 
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of  the  Pharmaceutical  Division 

Chan  Shirley.  Brookings,  South  Dakota 


By  the  time  this  reaches  you,  we  will  have  completed 
our  first  district  meeting.  At  this  writing  Gene  Den  Beste, 

Chairman,  is  making  plans  for  the  District  #9  Meeting  on 
September  4th.  Inasmuch  as  Mitchell  is  to  be  the  convention 
city  next  year,  it  certainly  is  fitting  and  proper  that  our  first 
session  be  held  there.  Items  to  be  discussed  will  include 
future  legislation  and  preliminary  plans  for  the  1953  con- 
vention. 

I wish  to  urge  you  other  district  Chairmen  to  begin 
planning  your  meeting  immediately  if  you  haven’t  already  done  so. 

If  we  are  to  continue  to  function,  it  is  going  to  be  necessary  to  raise  our  store  registration 
fees  to  $20.00  or  $25.00  per  annum.  Our  very  efficient  secretary.  Bliss  Wilson  of  Pierre  has  been 
grossly  underpaid,  but  his  salary  was  increased  at  the  last  Executive  Committee  meeting.  It 
is  possible  for  one  man  to  adequately  inspect  260  drug  stores  1,200  patent  medicine  licencees 
plus  the  household  remedy  and  poison  license  holders,  so  it  is  essential  that  we  hire  another 
inspector.  Many  states  have  no  control  over  patent  medicine  outlets  whatever.  By  licensing 
them,  we,  here  in  South  Dakota,  know  who  and  where  they  are  and  can  provide  regular  in- 
spections for  them. 

It  has  come  to  my  attention  that  there  are  a few  Physician  and  Pharmacist  alliances  in 
the  state  practicing  the  procedure  of  using  private  formulas  designated  only  by  a code  number 
or  letter.  This  is  a practice  that  should  not  be  tolerated.  It  certainly  is  an  unethical  procedure, 
and  what  is  worse,  it  jeopardizes  the  patients  welfare.  Doctor,  we  Pharmacists  want  to  be  right, 
but  how  can  we  know  what  we  are  dispensing  and  whether  or  not  it  is  up  to  proper  pharmaceu- 
tical standards  if  we  are  required  to  fill  your  prescription  for  formula  PDQ  with  an  unknown 
preparation  we  have  purchased  from  a business  associate? 

Thank  goodness.  Pharmacy  and  Medicine  as  practiced  in  South  Dakota  is  almost  all  above 
this  level.  Let’s  pull  together  to  eliminate  that  which  isn’t. 

I’m  sure  that  the  Durham  Humphrey  law  was  not  intended  to  keep  proper  medication  from 
those  persons  who  need  it.  If  the  time  has  come  when  federal  regulations  replace  good  “com- 
mon horse-sense,”  I’m  ready  to  retire  from  the  profession.  If  for  instance  a person  has  taken  a 
certain  heart  medication  for  55  years  and  it  is  common  knowledge  between  the  patient,  phys- 
ician and  pharmacist,  and  if  all  agree  as  to  the  worth,  there  certainly  is  no  need  for  further 
communication  between  any  of  the  parties  concerned.  However,  if  the  M.D.  wrote  a prescrip- 
tion for  digitoxin  after  the  Durham  Humphrey  law  became  effective,  which  I believe  was 
April  26,  1952,  and  failed  to  specify  any  refill  instructions,  the  pharmacist  should  attach  a sticker 
such  as  this: 


NOTICE 

You  must  see  your  physician 
before  this  prescription 
can  be  refilled 


It  seems  to  me  that  further  communication  than  that,  should  be  between  the  patient  and 
the  physician. 

Someplace  during  this  last  month,  I read  that  “Truman’s  signature  was  the  finishing  touch, 
but  the  political  “miracle”  that  made  the  McGuire  fair  trade  bill  into  public  law  542,  was 
created  by  drug  and  allied  fair  trade  forces  in  the  short  space  of  13  y2  months  via  a combination 
of  luck,  smart  leadership  and  hard  work.  NARD’s  John  Dargavel  provided  the  leadership,  and 
we  all  owe  him  a great  debt  of  gratitude.  He  was  ably  assisted  by  Mike  Mermay,  Herman 
Waller  and  George  Frates. 
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Dear  Auxiliary  Members: 

I trust  each  and  every  one  of  you  had  a 
thoroughly  enjoyable  summer  and  that  you 
are  refreshened  and  eager  to  begin  our  Med- 
ical Auxiliary  activities  with  renewed  vigor. 

The  National  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion was  a great  stimulant  for  all  the  dele- 
gates and  members  who  attended  the  various 
sessions.  We,  from  South  Dakota,  came  back 
filled  with  ideas  and  our  minds  racing.  Let’s 
hope  we  will  be  successful  in  even  a few  of 
these  suggestions. 

I have  written  to  all  State  officers,  chair- 
men, the  District  Presidents  this  summer. 
Though  many  have  answered  these  letters,  I 
am  still  awaiting  replies  from  others,  and 
would  appreciate  hearing  from  them  as  soon 
as  possible.  This  will  enable  each  Standing 
Chairman  to  send  her  material  to  all  the  Dis- 
tricts promptly. 

The  District  Presidents  for  the  coming  year 
are  as  follows: 

District  #2 — Mrs.  C.  Rodney  Stoltz, 

Watertown 

District  P — Mrs.  E.  Sheldon  Watson, 

Brookings 

District  #4 — Mrs.  LeRoy  C.  Askwig,  Pierre 

District  p — Mrs.  Ted  Holm,  Huron 

District  p — Mrs.  Floyd  D.  Gillis,  Jr., 

Mitchell 

District  #7 — Mrs.  Wallace  A.  Arneson, 

Sioux  Falls 

District  p — Mrs.  Brooks  Ranney,  Yankton 

Word  has  not  as  yet  been  received  from 
Rapid  City,  as  to  whom  is  their  new  Presi- 
dent. 

The  State  Officers  and  Standing  Chairmen 
for  1952-53  are: 

President — Mrs.  Verlynne  V.  Volin, 

Sioux  Falls 

President-elect — Mrs.  Alfred  B.  Scales, 

Pickstown 

First  Vice-President — Mrs.  C.  Rodney 

Stoltz,  Watertown 

Second  Vice-President — Mrs.  Howard  B. 

Shreves,  Sioux  Falls 


Treasurer — Mrs.  Paul  Koren,  Rapid  City 
Recording  Secretary — Mrs.  John  Herman- 

son.  Valley  Springs 

Historian — Mrs.  Howard  Wold,  Madison 
Legislation — Mrs.  L.  C.  Askwig,  Pierre 
Organization — Mrs.  A.  B.  Scales,  Pickstown 
Program — Mrs.  C.  Rodney  Stoltz, 

Watertown 

Public  Relations — Mrs.  William  Saxton, 

Huron 

Publications — Mrs.  A.  P.  Reding,  Marion 
Bulletin — Mrs.  Howard  R.  Lewis,  Mitchell 
Today’s  Health — Mrs.  Theo.  Sattler, 

Yankton 

Civil  Defense — Mrs.  C.  S.  Larson, 

Sioux  Falls 

Rural  Health — Mrs.  Robert  Quinn,  Burke 
You  will  note  that  the  Rural  Health  Chair- 
manship is  a new  one  this  year,  having  been 
created  as  a special  subdivision,  by  National 
in  June.  Mrs.  Robert  Quinn  of  Burke  has 
long  been  a member  of  our  State  Auxiliary 
for  many  years  the  only  Auxiliary  member 
in  District  #10.  We  are  proud  to  have  her  on 
the  State  Board!  Also  may  I point  out  that 
all  active  Districts  have  a representative  on 
the  Board. 

National  has  appointed  two  other  new 
chairmenships  this  year,  namely.  Nurse  Re- 
cruitment and  the  American  Medical  Educa- 
tion Foundation.  The  chairmen  for  these 
committees  will  be  announced  at  a later  date. 

We  have  chosen  a State  wide  project  for 
the  Auxiliary  this  year.  Our  purpose  was 
two-fold,  (1)  to  unite  our  members  in  a closer 
affiliation,  and  (2)  to  do  something  active  in 
Public  Relations  for  the  laymen.  This  pro- 
ject has  received  the  approval  of  the  South 
Dakota  Medical  Association’s  President,  Roy 
E.  Jernstrom,  M.D.,  and  the  Executive  office 
of  the  South  Dakota  Medical  Association.  It 
will  be  headed  by  Mrs.  William  Saxton  of 
Huron.  Our  idea  is  to  have  the  radio  platters 
put  out  by  the  Bureau  of  Health  Education 
on  every  Radio  station  in  South  Dakota,  ex- 
cept Sioux  Falls.  These  cannot  be  used  in  the 
latter  city  as  they  have  been  tried  there  be- 
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fore,  and  it  is  against  the  ruling  of  National 
to  do  so.  I trust  that  each  District  that  is 
elegible  will  do  all  in  its  power  to  make  this 
a successful  understanding  for  Mrs.  Saxton. 

Dr.  Jernstrom  has  offered  to  help  us  organ- 
ize the  unorganized  Auxiliary  Districts.  Won’t 
you  members  co-operate  and  help  us  make 
the  task  an  easier  and  successful  one? 

The  first  Board  meeting  of  the  fiscal  year 
will  be  held  in  Sioux  Falls  in  the  middle  of 
September.  Reports  of  this  meeting  will  be 
sent  the  District  Presidents  as  soon  after- 
wards as  possible. 

South  Dakota  has  been  honored  by  the  Na- 
tional Auxiliary  to  the  American  Medical  As- 
sociation once  again.  Last  year  Mrs.  A.  P. 
Reding  of  Marion  was  asked  to  be  co-chairman 
of  Organization  with  Mrs.  Leo  Schaefer  and 
handled  four  States  for  her.  This  year  Mrs. 
Reding  has  been  appointed  North  Central 
Regional  Public  Relations  Chairman  in  charge 
of  twelve  States.  To  my  knowledge  this  is 
the  first  honor  of  this  kind  to  be  accorded 
South  Dakota  by  National.  Congratulations, 
Mrs.  Reding!  We  are  proud  of  you.  We  know 
you  will  do  an  excellent  job. 

Mrs.  Reding  received  the  acclaim  of  our 
own  members  when  at  the  State  convention 
in  Sioux  Falls  the  membership  requested  that 
she  repeat  as  Editor  of  our  Newsletter  again. 
Our  Newsletter  you  may  recall  was  origin- 
ated by  Mrs.  Reding  two  years  ago.  This  year 
she  will  have  a co-editor,  Mrs.  Howard  Wold 
of  Madison.  The  first  Newsletter  for  this  year 
will  be  printed  in  late  September.  Won’t  every 
District  please  send  its  news?  The  Editors 
love  to  receive  it!  The  newsletter  belongs  to 
each  one  of  us,  lets  all  really  try  this  year  to 
make  it  that  way.  Districts  three  and  nine 
have  already  had  their  first  meetings  of  the 
year.  Surely  you  have  some  tidbits  to  pass  on. 

We  are  sorry  to  hear  that  Mrs.  E.  R. 
Schwartz  of  Wakonda  is  leaving  the  State. 
She  has  been  an  active  member  of  the  Auxil- 
iary for  many  years.  May  we  wish  you  much 
happiness  and  success  in  your  new  location. 

In  case  any  of  you  would  need  help  from 
our  Advisory  Council,  the  Councillors  to  our 
Auxiliary  are  as  follows: 

Roy  E.  Jernstrom,  M.D.,  President  South 

Dakota  Medical  Association,  Rapid  City 


R.  G.  Mayer,  M.D.,  Editor  of  the  Journal, 

President-elect,  Aberdeen 

A.  W.  Spiry,  M.D.,  Vice-President,  Mobridge 

R.  E.  VanDemark,  M.D.,  Chairman  of  the 

Council,  Sioux  Falls 

John  C.  Foster,  Executive  Secretary,  Sioux 

Falls 

Don’t  forget  that  the  South  Dakota  Mental 
Health  Association  still  needs  your  help.  To 
receive  some  excellent  material,  or,  for  the 
answers  to  your  questions  regarding  the  As- 
sociation write  to  712-6th  St.,  Brookings, 
South  Dakota. 

If  you  would  like  me  to  include  any  items 
regarding  you  or  your  District  in  the  Journal 
please  send  them  to  me  at  1325  South  Second 
Ave.,  Sioux  Falls. 

May  you  all  have  a most  interesting  and 
happy  year.  Much  success  to  each  of  you.  If 
I can  be  of  any  assistance  please  write  me,  for 
I will  do  my  best  to  help  you. 

Mrs.  Verlynne  V.  Volin,  President 
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Obstructive  Lesions  of  the  Upper  Part  of  the 
Respiratory  Tract  of  Children* 

George  B.  Logan,  M.D. 

Section  of  Pediatrics,  Mayo  Clinic 
Rochester,  Minnesota 


Difficulty  in  breathing  on  the  part  of  a child 
is  always  an  alarming  symptom  and  one  that 
almost  always  demands  prompt  measures  for 
relief.  It  is  important  to  determine  promptly 
the  cause  and  the  part  of  the  respiratory  tract 
that  is  obstructed.  In  some  instances  dyspnea 
may  have  been  present  for  some  time  before 
a physician  is  consulted.  Frequently,  but 
fortunately  not  always,  the  apparent  severity 
of  the  child’s  symptoms  are  directly  propor- 
tional to  the  actual  severity  of  the  disease. 
Regardless  of  the  acuteness  of  the  situation, 
however,  it  should  be  remembered  that  an 
accurate  history  and  a careful  physical  exam- 
ination together  with  such  aid  as  can  be 
secured  from  laboratory  tests,  roentgenologic 
study  and  endoscopic  examination  should  not 
be  omitted.  All  of  these  may  not  be  neces- 
sary in  every  instance. 

Obstruction  may  occur  at  any  point  in  the 
breathing  tract.  Space  limits  this  discussion 
to  lesions  situated  in  the  nose,  pharynx,  lar- 
ynx and  trachea. 

In  examination  of  the  thorax  of  an  infant 
or  young  child,  inspection  and  auscultation 
will  usually  yield  more  information  than  will 
percussion  and  palpation  although  the  latter 
methods  should  not  be  neglected.  Digital 
palpation  of  the  base  of  the  tongue,  the  naso- 
pharynx and  the  retropharyngeal  wall  is 
often  necessary  even  though  the  child  objects. 

The  help  secured  from  roentgenologic 
study  of  the  respiratory  tract  is  often  inval- 
uable. However,  the  more  acute  the  situa- 
tion, except  in  the  case  of  an  opaque  foreign 
body,  the  less  valuable  may  be  the  help  thus 
obtained.  In  some  situations,  such  as  in  chil- 
dren who  have  vascular  rings,  the  roentgen- 
ologist establishes  the  diagnosis. 

Endoscopic  study  is  frequently  a necessary 
diagnostic  procedure.  It  is  nearly  always  re- 

*Read at  the  meeting  of  the  South  Dakota  State 
Medical  Association,  Sioux  Falls,  South  Dakota, 
May  18  to  20,  1952. 


quired  when  the  obstruction  is  suspected  of 
being  in  the  region  of  or  below  the  larynx.  In 
many  instances,  endoscopic  procedures  are 
used  therapeutically. 

Unless  the  demands  of  the  situation  are  too 
urgent,  a complete  blood  count  and  the  Man- 
toux  test  should  be  done.  Bacteriologic  ex- 
amination of  any  material  secured  from  the 
nose  or  throat  is  often  helpful;  such  exam- 
ination of  secretion  that  may  be  obtained  by 
endoscopy  is  imperative.  When  allergic 
disease  is  suspected,  secretion  that  may  be 
obtained  from  any  portion  of  the  respiratory 
tract  should  be  examined  for  the  presence  of 
eosinophils.  It  may  be  necessary  immediately 
to  establish  an  airway  for  the  child  before 
any  investigative  procedures  are  carried  out. 

Signs  and  Symptoms  of  Obstruction 

Obstruction  in  different  parts  of  the  bron- 
chial tree  and  breathing  passages  produces 
symptoms  that -are  both  similar  and  dis- 
similar. 

Cough  is  present  in  nearly  all  cases  though 
its  character  varies.  The  “dryness”  or  pro- 
ductiveness” of  cough  due  to  disease  in  either 
the  nose  or  bronchi  depends  on  the  nature  of 
the  lesion  present. 

Dyspnea  which  is  encountered  in  children 
who  have  obstructive  lesions  of  the  larynx  is 
usually  inspiratory.  It  is  manifested  by  the 
retraction  of  the  suprasternal  area,  the  inter- 
costal spaces  and  also  the  epigastric  area. 
Dyspnea  of  children  who  have  obstructive 
lesions  in  the  trachea  is  also  usually  inspira- 
tory but  if  an  obstruction  is  low  in  the  trachea 
dyspnea  is  likely  to  be  both  inspiratory  and 
expiratory.  The  nature  and  the  location  of 
the  lesion  in  the  tracheobronchial  tree  will 
modify  this. 

Dysphagia,  while  not  a symptom  of  tracheal 
obstruction,  is  encountered  in  some  children 
having  anomalies  of  the  great  vessels.  It  may 
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or  may  not  be  associated  with  evidence  of  tra- 
cheal obstruction. 

Nasal  Obstruction 

The  signs  and  symptoms  produced  and  the 
conditions  which  may  cause  nasal  obstruction 
in  children  are  given  in  table  1.  Such  ob- 
struction is  manifested  usually  by  mouth 
breathing,  nasal  quality  of  the  voice,  and 
cough. 

Table  1 

NASAL  OBSTRUCTION  IN  CHILDREN 
Signs  and  symptoms:  Mouth  breathing,  nasal  voice, 
cough 

Eiiologic  factors: 

Foreign  body:  Toys,  erasers,  stones  and  so 
forth 

Anatomic  variant;  Adenoid  hypertrophy,  dev- 
iated septum,  choanal  obstruction, 
thick  soft  palate 
Neoplasm:  Polyps,  sarcoma 
Infection  and  inflammation:  “Cold,”  crusting, 
sinusitis,  diphtheria 
Allergy;  Vasomotor  rhinitis 
Injury;  Direct  trauma  or  reaction  to  inhalation 
of  fumes 

The  etiologic  role  of  foreign  bodies  is  im- 
portant. One  small  child  was  brought  to  us 
by  his  father  who  demanded  an  almost  emer- 
gency adenoidectomy.  The  father  said  that 
he  could  see  the  “adenoids”  in  the  front  part 
of  the  boy’s  nose.  The  “adenoids”  turned  out 
to  be  a red  rubber  eraser,  which  was  removed. 

Hypertrophied  adenoid  tissue  is  probably 
the  commonest  cause  of  chronic  nasal  obstruc- 
tion in  children.  Deviated  nasal  septum  also 
may  cause  obstruction  but  an  operation  should 
not  be  performed  until  the  child  is  about  16 
years  of  age.  To  operate  on  the  septum  of  a 
younger  child  is  to  risk  the  possibility  of  in- 
terfering with  proper  development  of  the 
face. 

Choanal  obstruction  is  occasionally  found 
as  a cause  of  nasal  obstruction  in  newborn 
infants.  Its  presence  should  be  suspected 
when  a small  catheter  cannot  be  passed 
through  either  nostril  into  the  pharynx.  A 
careful  examination  conducted  when  the  in- 
fant is  under  the  effects  of  a sedative  will 
confirm  the  diagnosis.  My  colleagues  and  I 
have  recently  observed  an  older  boy  whose 
nasal  obstruction  appeared  to  be  due  to  a 
combination  of  a thick  soft  palate  and  an 
adenoid  pad  that  was  average  to  small  in  size. 

Polyps  in  the  nose  usually  occur  as  a result 
of  allergic  disease  though  some  may  occur  as 
the  result  of  a chronic  infection  in  the  res- 
piratory tract.  Removal  of  such  polyps  will 
result  in  only  temporary  relief  unless  the 


underlying  allergic  condition  or  infection  is 
determined  and  successfully  treated. 

Sarcomas  of  varying  degrees  of  malignancy 
occur  occasionally  in  the  nasopharynx  in 
children.  The  treatment  of  these  is  similar 
to  that  employed  for  those  found  in  adults. 

Nasal  crusting  to  which  attention  should  be 
drawn  is  that  encountered  in  newborn  and 
small  infants.  The  nasal  secretions  some- 
times dry  and  form  crusts  in  the  nares  which 
small  infants  may  be  unable  to  expel.  Be- 
cause of  consequent  nasal  obstruction  the  in- 
fant becomes  fussy  and  feeds  poorly.  Prompt 
relief  follows  removal  of  the  crusts. 

Sinusitis  occurs  in  children,  though  perhaps 
less  frequently  than  is  sometimes  suspected. 
Some  children  having  chronic  adenoid  infec- 
tion have  been  incorrectly  thought  to  have 
sinusitis.  In  both  situations,  however,  re- 
moval of  the  adenoids  is  indicated  after  the 
infection  has  been  brought  under  control. 

Diphtheria  is  relatively  rare  in  this  part  of 
the  country  but  its  presence  must  be  suspec- 
ted when  one  is  dealing  with  any  obstructive 
disease  of  the  nose,  larynx  or  trachea.  It  is 
most  apt  to  occur  in  communities  where  im- 
munization against  it  has  not  been  carried  out 
for  a number  of  years. 

Vasomotor  rhinitis  is  encountered  in  chil- 
dren of  all  ages,  even  those  in  the  period  of 
infancy. 

Although  injury  as  a cause  of  obstruction  of 
the  air  passages  is  not  common,  it  must  be 
kept  in  mind. 

Pharyngeal  Obstruction 

The  common  signs  and  symptoms  of,  and 
the  lesions  which  cause,  pharyngeal  obstruc- 
tion are  listed  in  table  2. 

Table  2 

PHARYNGEAL  OBSTRUCTION  IN  CHILDREN 
Signs  and  symptoms:  Dysphagia,  “thick”  voice, 
breathing  obstruction  in  certain  posi- 
tions 

Etiologic  factors; 

Foreign  body:  Pins,  small  toys,  and  so  forth 
Anatomic  variant:  Cyst  at  base  of  tongue, 
aberrant  thyroid 
Neoplasm:  Sarcoma 

Infection  and  inflammaiio-n:  Retropharyngeal 
abscess,  peritonsillar  abscess,  diph- 
theria, tonsillitis 
Allergy:  Angioneurotic  edema 
Injury:  Direct  trauma  or  reaction  to  inhalation 
of  fumes 

Retropharyngeal  abscesses  are  not  seen 
often  since  the  introduction  of  antibiotics  and 
chemotherapeutic  agents. 
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One  infant  recently  observed  at  the  Mayo 
Clinic  was  brought  in  because  of  difficult 
breathing  which  was  evident  when  he  lay  on 
his  back.  His  mother  had  held  him  on  her 
lap  most  of  the  time  for  nearly  four  weeks 
before  because  it  was  the  only  position  in 
which  he  seemed  comfortable.  His  tempera- 
ture was  elevated  only  shghtly  above  normal. 
Examination  failed  to  reveal  a reason  for  the 
difficult  respiration  although  the  parent’s  ob- 
servation regarding  the  position  of  comfort 
was  confirmed.  Direct  laryngoscopy  disclosed 
a retropharyngeal  abscess  which  was  located 
close  to  the  level  of  the  larynx.  A culture  of 
the  purulent  material  obtained  when  the 
abscess  was  incised  revealed  the  presence  of 
pneumococci.  Penicillin  was  administered  for 
several  days  and  the  infant  made  a complete 
recovery. 

Angioneurotic  edema  may  involve  the  pos- 
terior pharyngeal  wall.  The  uvula  may  be  so 
swollen  and  edematous  as  to  cause  obstruc- 
tive symptoms. 

Laryngeal  Obstruction 

The  common  signs  and  symptoms  of  laryn- 
geal obstruction  and  the  more  common  causes 
of  such  obstruction  are  listed  in  table  3. 

Table  3 

LARYNGEAL  OBSTRUCTION  IN  CHILDREN 
Signs  and  symptoms:  Hoarseness  or  aphonia,  dys- 
pnea, dysphagia,  croupy  cough,  stridor, 
inspiratory  indrawing  of  suprasternal 
area  and  intercostal  spaces,  restless- 
ness 

Etiologic  factors: 

Foreign  body:  Toys,  pins,  and  so  forth 

Anatomic  variant:  Congenital  relaxation,  con- 
genital webbing 

Neoplasm:  Papillomas 

Infection  and  inflammation:  “Croup,”  acute 
laryngotracheobronchitis,  diphtheria, 
tuberculosis 

Allergy:  Acute  glottic  or  cord  edema 

Injury:  Direct  trauma  or  reaction  to  inhalation 
of  fumes 

Miscellaneous:  Laryngismus  stridulus,  goiter 

Obstruction  in  the  region  of  the  larynx  fre- 
quently has  an  acute  onset  and  justifiably 
causes  more  concern  to  both  parent  and  phys- 
ician than  does  obstruction  in  other  parts  of 
the  respiratory  passages.  Restlessness  is 
usually  a late  symptom.  It  is  a symptom  to  be 
watched  for  chiefly  in  infants  and  young 
children  and  may  be  the  only  evidence  that  a 
weak  infant  is  having  increasing  dyspnea. 
Unfortunately,  some  infants  who  have  man- 
ifested this  symptom  have  had  sedative  drugs 
administered  to  them.  Such  treatment  may 


contribute  to  the  death  of  the  patient.  Seda- 
tive drugs  should  not  be  administered  to  an 
infant  or  child  who  has  difficulty  breathing 
unless  the  airway  is  known  to  be  clear  and 
unless  the  infant  is  to  be  under  the  constant 
observation  of  someone  who  is  experienced 
in  the  care  of  children  who  suffer  from  laryn- 
geal obstruction. 

An  infant  6 months  of  age  was  brought  to  us 
recently  because  of  some  hoarseness,  a little 
dyspnea,  croupy  cough,  slight  stridor  and  a 
little  retraction  of  the  suprasternal  area  on 
inspiration.  The  symptoms  were  not  as  severe 
at  some  times  as  at  others.  Examination  of 
the  lungs  by  auscultation  disclosed  a slight 
generalized  decrease  of  breath  sounds 
throughout.  Roentgen  study  of  the  neck  and 
thorax  disclosed  no  abnormalities.  Treatment 
with  increased  moisture  in  the  inspired  air 
and  antibiotics  was  no  more  effective  while 
he  was  under  our  care  than  it  had  been  in  the 
home  hospital. 

Direct  laryngoscopy  was  then  carried  out. 
A thin  piece  of  red  plastic  material  was  found 
lying  between  the  vocal  cords.  As  soon  as 
this  was  removed  the  boy  made  a prompt  re- 
covery. Even  after  the  parents  were  shown 
the  foreign  body  they  were  unable  to  tell  its 
origin.  They  denied  that  the  infant  had  put 
anything  of  that  nature  in  its  mouth  and  that 
he  had  had  a choking  spell  prior  to  the  onset 
of  his  respiratory  signs  and  symptoms. 

Infants  who  have  congenital  relaxation  of 
the  larynx  usually  exhibit  noisy  breathing 
from  the  time  of  birth.  They  may  or  may  not 
have  a hoarse  cry.  They  may  be  slightly 
dyspneic  but  they  almost  always  have  con- 
siderable stridor.  Inspiratory  indrawing  of 
the  suprasternal  and  intercostal  areas  may  be 
observed  especially  when  the  infants  are 
breathing  rapidly.  It  is  desirable  to  confirm 
the  diagnosis  by  means  of  direct  laryngo- 
scopy. The  presence  of  other  lesions  of  the 
larynx  can  be  excluded  at  the  same  time.  The 
symptoms  of  congenital  relaxation  of  the 
larynx  often  persist  throughout  the  first  year 
of  life  and  in  rare  instances  for  several  years. 
Although  children  who  suffer  from  this 
seldom  have  serious  difficulty  with  breathing, 
my  colleagues  and  I have  observed  one  infant 
who  became  cyanotic  at  frequent  intervals. 
Because  of  this  he  required  care  in  the  hos- 
pital until  he  was  2 or  3 months  of  age.  Oc- 
casionally the  breathing  difficulty  is  so  severe 
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that  tracheotomy  must  be  carried  out  to  pro- 
vide an  airway  for  several  months. 

Papillomas  of  the  larynx  which  may  be 
single  or  multiple  are  encountered  in  infants 
and  children.  The  treatment  is  the  same  as 
for  similar  lesions  in  adults.  A recent  case 
illustrates  the  need  for  accurately  locating 
the  level  of  the  lesions  and  thereby  establish- 
ing the  correct  diagnosis. 

A boy  31/2  years  old  came  to  us  because  of 
breathing  difficulty  of  about  ten  months’ 
duration  and  because  of  whooping  cough  of  a 
few  days’  duration.  Ten  months  previously, 
cough,  wheezing  respiration  and  a “deep 
voice”  had  developed.  The  spells  of  coughing 
were  noted  chiefly  after  exertion  and  upon 
awakening  in  the  morning.  It  was  noted  that 
he  could  not  cry  out  loud.  He  had  had  a 
number  of  episodes  of  tonsillitis  during  the 
winter.  The  tonsils  and  adenoids  were  re- 
moved three  months  before  admission,  but 
the  larynx  was  not  inspected. 

The  physician  who  referred  him  to  us  sus- 
pected the  presence  of  a foreign  body.  When 
we  first  saw  the  boy  he  had  harsh  breathing, 
a stridor,  a raspy  type  of  voice  and  evidence 
of  pulling  whenever  he  exerted  himself.  The 
breath  sounds  came  through  well  in  all  parts 
of  the  pulmonary  fields  though  he  had  a few 
rhonchi.  Typical  paroxysmal  coughing  spells 
were  noted. 

The  boy  was  treated  with  antibiotics  orally 
which  promptly  and  favorably  affected  the 
whooping  cough. 

Direct  laryngoscopy  revealed  the  laryngeal 
area  to  be  filled  with  papillomas.  The  airway 
was  so  small  that  a bronchoscope  could  not 
be  introduced.  Tracheotomy  was  performed. 
The  boy  is  still  being  treated.  The  papillomas 
have  been  removed  twice  and  further  treat- 
ment will  be  necessary. 

The  onset  of  croup  in  a child  is  usually 
sudden  and  frequently  occurs  a few  hours 
after  he  has  retired.  The  disease  may,  how- 
ever, begin  at  any  time  of  the  day.  Although 
it  tends  to  subside  spontaneously,  it  is  desir- 
able to  try  to  give  relief  by  moistening  the 
inspired  air.  In  homes  equipped  with  shower 
baths  the  child  may  be  placed  in  a crib  or 
held  in  the  bathroom  where  a high  concen- 
tration of  moisture  may  be  obtained  by  keep- 
ing the  bathroom  door  closed  and  turning  on 
the  hot  water  valve  for  a few  minutes.  Anti- 
pyrine  or  ipecac  in  appropriate  doses  is  often 


given  in  addition  to  moistening  the  inspired 
air.  Symptoms  may  recur  for  two  or  three 
nights. 

Acute  laryngotracheobronchitis  is  perhaps 
the  most  frequent  cause  of  serious  acute  res- 
piratory difficulty  produced  by  infections  in 
young  children.  It  has  become  much  more 
common  than  laryngeal  diphtheria.  Acute 
laryngotracheobronchitis  is  caused  by  a num- 
ber of  different  organisms.  This  must  be  kept 
in  mind  so  that  the  proper  antibiotic  or 
chemotherapeutic  agent  may  be  selected  for 
treatment.  It  may  have  an  onset  similar  to 
that  of  croup.  However,  the  lack  of  response 
to  the  measures  used  to  treat  croup  and  the 
increasing  fever  and  toxicity  indicate  the 
presence  of  more  severe  disease.  Treatment 
depends  on  maintaining  adequate  moisture  in 
the  inspired  air,  proper  choice  of  antimicro- 
bial agent  and  route  of  administration,  and 
general  supportive  measures. 

Adequate  moisture  in  a severe  case  usually 
means  moistened  oxygen.  This  may  be  pro- 
duced by  a mechanical  humidifier  led  into  a 
conventional  type  of  oxygen  tent.  We  use 
smaller  box-type  units  with  a nebulizer  as  the 
device  to  deliver  both  oxygen  and  moisture. 
Our  units  are  built  to  use  the  vaponephrine 
type  of  glass  nebulizer  though  they  can  be 
modified  to  accomodate  the  DeVilbiss  no.  40. 
The  Croupett  and  Mist-O-Gen  are  two  com- 
mercially available  nebulizing  types  of  units 
with  cooling  attachments  which  we  have 
found  satisfactory.  A youngster  seems  more 
comfortable  in  a cool  atmosphere  which  is 
saturated  with  moisture  rather  than  one 
which  is  hot  and  steamy.  The  moisture  is 
very  important,  however,  and  steam-produced 
moisture  is  better  than  none  at  all.  One  has 
to  be  careful  to  avoid  burning  the  patient  if 
steam  is  used.  Unmoistened  oxygen  should 
never  be  used  as  it  is  very  drying  and  its  use 
will  thicken  bronchial  secretion. 

The  proper  choice  of  an  antimicrobial  agent 
is  also  essential.  Unless  one  is  sure  that  the 
infecting  agent  will  respond  to  the  use  of 
penicillin,  streptomycin  or  one  of  the  sul- 
fonamide drugs  should  be  concomitantly  used. 
Many  children  having  laryngotracheobron- 
chitis take  fluids  poorly  and  sometimes  re- 
fuse medications  by  mouth.  Intramuscular 
administration  of  the  antibiotic  agent  or  the 
subcutaneous  administration  of  a 5 per  cent 
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solution  of  sodium  sulfadiazine  may  have  to 
be  carried  out. 

We  have  found  that  a very  effective  route 
of  administration  is  through  the  respiratory 
tract.  Penicillin  or  mixtures  of  penicillin  and 
streptomycin  are  used;  they  are  given  in  the 
solution  being  nebulized  into  the  oxygen  tent. 
We  have  hesitated  to  use  nebulized  bacitracin 
because  of  reported  renal  irritation  and  the 
other  antibiotics  because  of  irritation  of  the 
respiratory  tract.  In  children  having  severe 
infections  the  antimicrobial  agents  should  be 
given  orally  or  by  injection  into  the  muscles 
or  veins  as  well  as  by  the  respiratory  route. 

The  intake  of  fluids  should  be  adequate. 
If  the  child  is  not  able  to  take  fluids  orally 
they  should  be  administered  subcutaneously 
or  intravenously.  Transfusions  of  blood  are 
sometimes  necessary  in  unusually  ill  or  de- 
bilitated children. 

Finally,  good  nursing  care  is  essential,  pro- 
vided by  a nurse  who  is  familiar  with  the 
care  of  infants  having  severe  infections  of 
the  respiratory  tract.  Facilities  for  tracheo- 
tomy should  be  available.  Should  tracheo- 
tomy be  necessary,  the  moisture  therapy  is 
just  as  essential  after  the  tube  is  in  place  as 
it  is  before  the  procedure  becomes  necessary. 

At  the  Mayo  Clinic  we  have  encountered  1 
instance  in  which  a respiratory  infection  in 
a child  caused  brawny  edema  of  the  epiglottis. 
This  produced  many  of  the  signs  of  laryngeal 
obstruction. 

Acute  allergic  edema  of  the  larynx  occurs 
rarely.  Its  onset  is  usually  sudden.  Many  of 
the  patients  so  afflicted  die.  For  some,  the 
prompt  administration  of  epinephrine  is  help- 
ful, while  for  others  the  only  treatment  of 
value  is  immediate  tracheotomy. 

Laryngismus  stridulus  is  no  longer  of  com- 
mon occurrence.  It  is  observed  in  children 
who  have  tetany  due  to  the  low  level  of 
ionized  calcium  in  the  blood.  The  intravenous 
administration  of  calcium  gluconate  usually 
results  in  prompt  control  of  stridor.  Sub- 
sequent oral  administration  of  calcium  and 
vitamin  D is  then  indicated. 

Tracheal  Obstruction 

The  common  signs  and  symptoms  as  well  as 
the  more  common  causes  of  tracheal  obstruc- 
tion are  listed  in  table  4. 

When  foreign  bodies  lodge  in  the  trachea, 
a so-called  asthmatoid  wheeze  is  often  noted. 


Table  4 

TRACHEAL  OBSTRUCTION  IN  CHILDREN 
Signs  and  symptoms:  Dyspnea,  wheezing  and 
brassy  cough,  inspiratory  indrawing  of 
suprasternal  area  and  intercostal 
spaces 

Eliologic  factors: 

Foreign  body:  Nuts,  pins,  and  so  forth 
Anatomic  variant:  Anomalies  of  great  vessels, 
“thymic  enlargement,”  goiter 
Neoplasm:  External  pressure  (lymphoma) 
Infection  and  inflammation:  Acute  laryngo- 
tracheobronchitis,  acute  tracheitis, 
diphtheria 

Allergy:  Thick  secretions  (asthmatic  reaction) 
Injury:  Direct  trauma  or  reaction  to  inhalation 
of  fumes 

“Thymic  enlargement”  is  frequently  men- 
tioned as  a cause  of  obstruction  of  the  res- 
piratory tract.  To  the  best  of  our  knowledge 
no  case  of  respiratory  obstruction  due  to  hy- 
pertrophy of  the  thymus  has  been  observed  in 
the  Section  of  Pediatrics  of  the  Mayo  Clinic. 
Reports  are  to  be  found  in  the  literature  of 
narrowing  of  the  lumen  of  the  trachea  by 
pressure  from  the  thymus  gland.  Such  an 
occurrence  must  be  rare. 

Although  it  has  been  stated  by  others  that 
goiter  may  cause  respiratory  obstruction,  we 
have  not  encountered  an  instance  of  this 
among  children  suffering  from  goiter  who 
have  been  observed  during  the  past  thirty 
years. 

Malformations  of  the  aortic  arch  and  its 
derivatives  are  not  a common  cause  of  ob- 
struction of  the  respiratory  tract.  They  are, 
however,  amenable  to  surgical  treatment. 
Symptoms  from  such  anomalies  usually  begin 
shortly  after  birth.  Wheezing,  stridor,  cough 
and  episodes  of  choking  and  cyanosis  may 
occur.  The  child  may  have  difficulty  swallow- 
ing. Recurrent  bouts  of  pneumonia  frequently 
are  noted.  The  diagnosis  is  established  by 
roentgen  study  of  the  esophagus  and  trachea. 

SUMMARY 

Various  lesions  can  produce  symptoms  of  ob- 
struction in  the  upper  part  of  the  respiratory  tract 
of  children.  The  symptoms  and  signs  depend  to 
some  extent  on  the  cause  but  more  on  the  site  of 
the  obstruction.  The  correct  diagnosis  can  usually 
be  made  on  the  basis  of  an  accurate  history  and 
a careful  physical  examination,  supplemented  if 
necessary  by  laboratory  study  and  by  roentgeno- 
graphic  and  endoscopic  examination.  Prompt 
therapeutic  measures  can  then  be  instituted. 


SIOUX  FALLS  DOCTOR 
REGIONAL  CANCER  PRESIDENT 
Donald  H.  Breit.  M.D..  Sioux  Falls,  was 
elected  Sept.  19th  as  President  of  the  North- 
west Region  of  the  American  Cancer  Society. 
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Diabetes  Detection  Week 

by  John  W.  Donahoe,  M.D.,  Sioux  Falls,  S.  D. 
Chairman  of  tho  Diabetes  Committee  of  the  S.D.S.M.A. 


A good  physician  should  be  as  interested 
in  the  early  detection  of  disease  as  he  is  the 
therapy  and  subsequent  response  of  patients 
who  have  reached  the  more  severe  stages  of 
this  disease.  One  of  the  functions  of  a con- 
scientious physician  is  the  prolongation  of 
life  itself. 

Diabetes  Mellitus  is  a disease  entity  for 
which  one  has  specific  therapy.  Until  1921 
when  Best  & Banting  discovered  and  first 
utilized  insulin  in  the  treatment  of  Diabetes 
Mellitus,  this  disease  ranked  high  among 
those  with  high  mortality  rates. 

Since  1921  the  incidence  of  Diabetes  Mel- 
litus has  been  higher  each  decade.  More  dia- 
betics are  reaching  a marriageable  age  and 
they  in  turn  procreate  and  a high  percentage 
of  their  children  develop  diabetes.  Also,  as 
scientists  prolong  life  by  discovering  effec- 
tive methods  of  treatment  for  other  diseases, 
greater  segments  of  the  population  live  long 
enough  for  their  inherent  tendency  for  Dia- 
betes to  develop  and  we  have  the  older 
diabetic  to  treat.  It  is  estimated  that  there 
are  600,000  diabetics  in  the  United  States  to- 
day, and  it  is  predicted  that  by  1985  there  will 
be  a 74%  increase  in  the  diabetic  population. 

Therefore,  it  behooves  us  to  attempt  the 
recognization  of  the  early  diabetic,  and 
through  proper  instruction  and  treatment 
minimize  the  complications  of  the  disease, 
i.e.  generalized  areriosclerosis  with  gangrene, 
coronary  artery  disease,  cataracts  et.al. 

1952  is  the  fifth  year  in  which  there  has 
been  a Diabetes  Detection  Drive  under  the 
auspices  of  the  American  Diabetes  Associa- 
tion. It  is  estimated  that  there  are  a million 
diabetics  in  the  United  States  whose  diabetes 
is  yet  undetected  and  consequently  uncon- 
trolled. Our  work  is  cut  out  for  us. 

Diabetes  Detection  Week  is  November 
16-22,  1952.  It  is  a nationwide  program  of 
which  we  in  South  Dakota  should  be  a vital 
part.  Its  aims  are  as  follows: 


(1)  To  screen  everyone  in  the  community  for 
diabetes  and  to  send  those  whose  tests  prove 
positive  to  their  physicians. 

(2)  To  make  certain  that  all  physicians  who  re- 
ceive positive  reports,  perform  blood  sugar 
determinations  and  other  necessary  tests  to 
establish  whether  or  not  diabetes  is  present. 

(3)  To  make  the  community  conscious  and  to 
inform  the  population  of  the  problem  of  un- 
discovered diabetes  in  their  midst. 

A chairman  for  the  Diabetes  Detection 
Drive  Week  has  been  appointed  by  each  Dis- 
trict Medical  Society  president. 

1.  Aberdeen  District — Dr.  J.  L.  Calene 

2.  Second  District — Dr.  Maurice  C.  Rousseau 

3.  Madison-Brookings  District — None  ap- 
pointed 

4.  Fourth  District — Dr.  E.  H.  Collins 

5.  Fifth  District — Dr.  Clifford  F.  Gryte 

6.  Sixth  District — None  appointed 

7.  Seventh  District — Dr.  Warren  Jones 

8.  Yankton  District — Dr.  T.  H.  Sattler 

9.  Black  Hills  District — Dr.  D.  L.  Kegaries 

10.  Rosebud  District — Dr.  R.  H.  Hayes 

11.  Eleventh  District — Dr.  M.  A.  Warpinski 

12.  Whetstone  District — None  appointed 

With  the  assistance  of  George  Hahn,  Vice- 
president  and  General  Manager  of  Station 
KSOO,  Sioux  Falls,  the  various  radio  stations 
throughout  the  state  are  going  to  aid  the  Com- 
mittee in  promoting  the  aims  of  Diabetes  De- 
tection Week.  It  is  hoped  that  plans  can  be 
completed  to  have  every  school  child  tested 
for  Diabetes.  The  movie  theaters  will  be 
asked  to  give  publicity  concerning  the  Drive 
before  and  during  the  week  of  the  Drive  and 
special  promotional  material  will  be  given 
various  merchants  for  conspicious  display  in 
windows.  Collection  stations  for  reception 
and  testing  of  the  urine  samples  will  be  estab- 
lished in  the  cities  and  towns  throughout  the 
state. 

We  will  need  the  cooperation  and  assistance 
of  all  physicians  in  order  that  Diabetes  Detec- 
tion Week  can  be  an  outstanding  success. 
Material  for  testing  the  urine  samples  will  be 
sent  to  each  testing  center  in  advance  of  the 
drive. 

Don’t  forget  — Diabetes  Detection  Week  is 
November  16-22,  1952.  We  need  everyone’s 
help!  ! 
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Some  Remarks  on  Diabetes  Mellitus 

By  John  L.  Calene,  M.D.,  Aberdeen,  S.  D. 


Just  thirty  years  ago  this  past  summer  it 
was  my  privilege,  while  on  the  diabetic  serv- 
ice of  one  of  the  large  clinics,  to  administer 
one  of  the  first  hypos  of  insulin  given  in  the 
United  States.  Ever  since.  I have  naturally 
been  greatly  interested  in  anything  concern- 
ing diabetes. 

Thirty  years  ago  the  Allen  starvation  diet 
treatment  was  still  in  vogue  but  the  so-called 
high  fat  “ketogenic”  type  of  diet  was  begin- 
ning to  replace  it.  Patients  greatly  appre- 
ciated this  more  liberal,  more  palatable  re- 
gime, and  glycosuria  was  more  easily  con- 
trolled. In  fact,  at  first  this  plan  was  even 
more  important  to  all  but  the  most  severe 
complicated  diabetics,  partly  because  there 
was  not  enough  insulin  to  go  around. 

In  fact,  diet  was  then  and  still  is  the  most 
important  part  of  a diabetic’s  life.  It  is,  of 
course,  true  that  over  the  years  more  and 
more  liberal  food  allowances  have  been  per- 
mitted — so  that  now  it  is  difficult  for  the 
casual  observer  to  detect  that  a well  trained 
patient  eating  in  public  places  is  really  on  a 
diabetic  diet  at  all.  But  nothing  has  yet  re- 
placed the  necessity  for  accurate,  constant, 
continuous  well  balanced  daily  diet  for  the 
diabetic  patient.  To  be  sure,  not  all  patients 
must  weigh  planned  diets  as  rigidly  as  we 
tried  to  have  them  all  do  in  1922,  but  definite 
balance  must  still  be  maintained  between 
food  and  insulin  in  a given  patient.  The  most 
neglected  thing  from  the  physician’s  stand- 
point then,  as  now,  was  the  education  of  the 
individual  diabetic  patient  so  that  he  or  she 
could  intelligently  plan  their  own  diets.  The 
present  day  physician  seems  to  be  too  busy 
and  the  layman  patient  seems  less  willing  to 
be  instructed  now  than  in  the  days  before  in- 
sulin. But  the  obligation  still  remains. 

All  physicians  are  familiar  with  the  im- 
provement in  the  types  of  insulin  from  the 
plain,  first  hardly  potent,  short  acting,  early 
insulin  to  the  present  day  very  effective,  long 
acting  insulins.  Certainly  the  terrors  of  dia- 
betic coma  have  been  dispelled  and  the  more 


frequent  hypoglycemic  reactions  which  have 
largely  replaced  coma  are  usually  handled 
without  too  much  difficulty.  One  of  the  prob- 
lems now  seems  to  be  just  when  to  start 
treating  diabetic  patients.  Should  all  the 
people  be  herded  together  for  mass  urine  and 
blood  sugar  examinations  just  as  their  chests 
are  for  chest  x-rays  in  searching  for  tuber- 
culosis, or  should  they  be  found  by  careful 
routine  examinations  by  the  individual  phys- 
icians in  offices  and  hospitals?  What  fasting 
blood  sugar  levels  should  be  considered  nor- 
mal and  what  should  be  considered  diabetic? 
Some  would  have  one  consider  all  patients 
with  fasting  blood  sugar  of  over  100  mgm.  as 
potential  diabetics.  But  what  type  of  blood 
sugars  should  be  done  and  what  should  be 
considered  normal? 

Having  done  almost  routine  blood  sugars 
on  all  patients  for  over  25  years  this  seems 
quite  foolish  to  me  because  only  a small  pro- 
portion of  my  patients  have  actually  de- 
veloped clinical  diabetes  — (some  did  who 
had  “normal  blood  sugars”  for  many  years 
before,  while  many  of  those  with  so-called 
high  blood  sugars  never  did  become  actual 
clinical  diabetics.) 

Our  early  enthusiasm  for  sugar  tolerance 
tests  has  waned  so  that  we  now  use  these  tests 
only  occasionally.  During  the  past  two  years 
we  have  routinely  used  the  Lilly  blood  sugar 
screening  test  (Wilkerson-Heftmann  method) 
and  have  studied  more  carefully  all  patients 
with  a blood  sugar  of  over  130  mgm.  per  100 
c.c.  by  this  method.  Tests  such  as  these,  with 
frequent  urine  examinations  and  additional 
examinations  in  the  presence  of  suspicious 
diabetic  symptoms,  seem  to  be  useful  methods 
of  detecting  diabetes  mellitus.  In  our  part  of 
the  country  I believe  a high  percentage  of 
people  consult  physicians  frequently  and  here 
at  least  most  (but  not  all)  diabetics  will  be 
discovered  fairly  early  by  these  methods. 

Whether  early  discovery  and  rigidly  con- 
trolled treatment  will  prevent  the  arterios- 
(Continued  on  Page  302) 
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The  Doctor  and  the  American  Medical 
Education  Foundation* 

by  Hiram  W.  Jones.  Executive  Secretary 
A.M.E.F.,  Chicago,  Illinois 


Long  ago  the  noted  philanthropist,  Julius 
Rosenwald,  declared  that  he  found  it  “Nearly 
always  easier  to  make  $1,000,000  honestly  than 
to  dispose  of  it  wisely”.  Most  of  us  have  not 
been  bothered  by  this  problem,  but  in  con- 
nection with  the  second  problem  the  Amer- 
ican Medical  Education  Foundation  today  is 
trying  its  level  best  to  establish  a wise,  worth- 
while program  of  financial  aid  to  medical 
education. 

Today  we  are  in  the  new  era  of  giving.  Our 
paternalistic  Federal  government  has  entered 
many  areas  which  were  formerly  the  first 
charge  upon  the  public  purse.  Income  tax 
rates,  partly  to  meet  the  government’s  share 
in  these  new  charges  (social  security,  etc.), 
but  in  a greater  measure  because  of  the  heavy 
cost  of  past,  present  and  future  national  de- 
fense, have  risen  to  heights  undreamed  of  a 
decade  ago. 

This  fact  affects  philathropic  giving  in  di- 
verse ways.  It  limits  the  large  individual  for- 
tunes of  the  past  which  were  the  main  source 
of  large  gifts.  On  the  other  hand  the  20% 
deductible  provision  on  charitable  gifts  has 
helped  to  encourage  contributions  by  making 
giving  almost  costless  for  persons  in  the 
higher  income  brackets. 

The  past  ten  years  have  witnessed  a sharp 
decline  in  income  from  most  investments  and 
from  interest  rates  generally.  The  effects  on 
this  on  giving  are  many.  Welfare  and  educa- 
tional institutions  who  formerly  derived  much 
of  all  annual  income  from  endowments  find 
themselves  in  financial  difficulties.  Poten- 
tial givers  whose  income  is  derived  chiefly 
from  investments  have  less  from  which  to 
give,  and  finally,  contributions  to  endowment 
funds  heretofore  an  effective  means  of  keep- 
ing schools  and  institutions,  are  no  longer 
productive  of  annual  income  and  have  dimin- 
ished in  number. 


Presented  at  the  4th  Annual  Conference  of  the 
Councillors  and  District  Officers,  Huron,  Sept.  14, 
1952. 


With  particular  reference  to  the  medical 
schools  of  the  United  States,  the  end  of  World 
War  II  found  them  fighting  a losing  battle 
against  the  forces  of  inflation,  rising  costs  and 
a decreasing  endowment  income  previously 
mentioned.  The  problem  was  compounded  by 
a call  on  the  schools  to  expand  their  enroll- 
ment and  to  make  provision  in  their  teaching 
programs  for  the  rapid  advance  of  medical 
science  and  a broadened  concept  of  medicine’s 
role  in  the  community.  In  recent  years  ample 
and  unprecedented  sums  have  been  made 
available  for  research  but  support  of  basic 
teaching  budgets  has  failed  to  keep  pace  with 
the  essential  needs. 

Convinced  that  an  active  program  for  ad- 
ditional financial  support  would  have  to  be 
undertaken  if  the  medical  schools  were  to 
continue  to  provide  the  Nation  with  an  ade- 
quate number  of  well  trained  physicians, 
several  groups  began  a serious  study  of 
methods  of  raising  funds  on  a national  scale 
for  the  support  of  medical  education  in  1948. 
These  groups  which  included  leaders  of  the 
medical  profession,  medical  educators,  uni- 
versity presidents  and  outstanding  public 
citizens  joined  together  early  in  1949  to  spon- 
sor the  establishment  of  the  National  Fund 
for  Medical  Education.  The  objective  of  this 
organization  is  to  raise  substantial  sums  an- 
nually from  the  medical  profession,  industry, 
business,  labor,  agriculture  and  other  seg- 
ments of  our  Society  for  the  unrestricted  use 
of  the  medical  schools  in  support  of  their 
teaching  programs. 

By  late  1950  the  organization  of  the  Na- 
tional Fund  had  advanced  to  a point  where  it 
became  desirable  to  plan  a definite  program 
for  securing  contributions  from  the  medical 
profession  for  the  support  of  the  Fund.  In 
December,  1950  the  American  Medical  Asso- 
ciation appropriated  $500,000  as  the  nucleus 
for  the  sum  to  be  raised  by  the  medical  pro- 
fession in  1951.  A few  weeks  later  the  Asso- 
ciation sponsored  the  establishment  of  the 
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American  Medical  Education  Foundation,  a 
not-for-profit  organization,  under  the  laws  of 
the  State  of  Illinois.  Leaders  of  the  medical 
profession  saw  the  need  for  a mechanism  by, 
and  through,  which  the  individual  members 
of  the  profession  could  give  evidence  of  their 
continuing  interest  in  the  high  quality  and 
steady  progress  in  educating  America’s  future 
Doctors.  Thus  was  born  the  American  Med- 
ical Education  Foundation  — in  a sense  a Doc- 
tors’ Foundation  for  it  is  designated  to  work 
completely  within  the  frame-work  of  the  med- 
ical profession. 

The  National  Fund  is  designed  to  function 
on  a wholesale  basis  and  its  objective  is  to 
raise  funds  from  corporations  and  other  lay 
groups. 

At  this  point  I should  like  to  explain  the 
three  classes  of  grants  designated  as  Class 
“A,”  “B,”  and  “C”  grants.  Class  “A”  grants 
are  to  be  a uniform  annual  sum  given  every 
approved  medical  school  in  the  United  States. 
Class  “B”  grants  are  to  be  a uniform  annual 
sum  given  to  every  approved  medical  school 
in  the  United  States  based  on  their  medical 
student  population.  Class  “C”  grants  are  to  be 
awarded  to  individual  medical  schools  on  the 
basis  of  special  needs  and  problems. 

In  any  given  year  the  size  of  the  Class  “A” 
and  “B”  grants  and  the  availability  of  Class 
“C”  grants  would  be  determined  on  the  basis 
of  the  total  sum  raised  for  that  year.  The 
thinking  behind  these  formulae  is  obvious. 
Since  the  Foundation  and  Fund  are  national 
efforts  all  schools  should  benefit  from  their 
activities.  This  is  provided  for  by  the  uni- 
form Class  “A”  grants.  At  the  same  time 
some  consideration  must  be  given  to  the  dif- 
ference in  loads  carried  by  the  individual 
schools  and  this  is  provided  for  by  the  class 
“B”  grants  which  are  made  on  a per  capita 
basis.  Finally  the  Foundation  and  the  Fund 
should  be  able  to  give  special  help  to  schools 
with  special  problems.  The  Class  “C”  grants 
provide  for  such  help. 

Actually  during  the  first  year  only  suf- 
ficient funds  were  raised  for  Class  “A”  and 
“B”  grants  and  these  totalling  just  over  one 
and  one-half  million  dollars  were  less  than 
one-half  the  size  that  had  been  hoped  for. 
Each  of  the  four  year  schools  received  class 
“A”  grants  of  $15,000  and  a class  “B”  grant  of 
$17  per  student,  which  averaged  $5,600  per 
school. 


In  future  years  the  Fund  hopes  to  be  able 
to  distribute  at  least  four  million  dollars  an- 
nually in  “A”  and  “B”  grants  and  to  have 
further  funds  available  for  class  “C”  grants. 
The  initial  grants  by  the  National  Fund  for 
1952  were  made  in  the  latter  part  of  July  and 
amounted  to  $15,000  for  each  four  year  school 
and  $7,500  for  each  two  year  school  and  one 
grant  of  $11,250  for  a three  year  school.  The 
total  amount  distributed  to  the  seventy-nine 
approved  medical  schools  amounted  to  $2,- 
232,000.  Other  grants  will  be  made  later  this 
year. 

In  comparison  with  the  overall  operating 
budgets  of  the  medical  schools  these  grants 
may  seem  small.  Their  importance  and  sig- 
nificance is  increased,  however,  when  it  is 
realized  that  for  many  of  the  schools  they  con- 
stitute the  largest  total  amount  of  unrestric- 
ted money  that  the  schools  have  had  avail- 
able in  many  years.  These  grants  have  thus 
had  a useful  value  far  in  excess  of  the  actual 
numbers  of  dollars  involved.  That  this  is  so, 
has  been  attested  to  by  many  schools  that 
have  reported  these  grants  have  enabled  them 
to  meet  urgent  needs  such  as  employing  ad- 
ditional instructors,  providing  small  but 
vitally  important  salary  increases  for  under- 
paid teachers,  or  securing  badly  needed  equip- 
ment and  teaching  aids. 

Ample  evidence  of  the  value  of  these  grants 
already  distributed  comes  in  letters  from  the 
Deans  of  several  medical  schools.  I should 
like  to  quote  from  several  of  these  letters: 

From  Colorado: 

“Without  this  financial  aid,  it  would  have 
been  impossible  to  raise  faculty  salaries. 
We  realize  and  appreciate  the  large  part 
the  American  Medical  Education  Founda- 
tion played  in  making  these  grants  pos- 
sible.” 

From  Washington,  D.  C.: 

“The  rising  cost  of  medical  education  is 
a threat  to  the  training  programs  of  the 
Medical  Schools  of  this  country.  The  as- 
sistance you  are  giving  medical  education 
is  helping  the  Medical  Schools  to  main- 
tain high  standards.” 

From  Georgia: 

“I  am  glad  to  report  that  the  grants  from 
the  National  Fund  for  Medical  Education 
have  played  a most  important  part  in  en- 
abling the  Medical  College  of  Georgia  to 
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balance  its  budget  for  the  1952-53  fiscal 
year.” 

From  Georgia: 

“This  money  has  enabled  us  to  provide  a 
much  needed  raise  in  faculty  salaries  de- 
partment chairmen  have  not  had  an  in- 
crease since  1945.  This  revised  salary 
scale  will  go  into  effect  on  September  1, 
1952.  The  fact  that  we  were  able  to  grant 
this  raise  was  of  far  reaching  significance. 
Because  of  it  we  were  able  to  fill  the  im- 
portant positions  of  professor  of  Medicine 
and  professor  of  Physiology.  In  addition 
it  was  also  instrumental  in  preventing 
two  other  department  chairmen  from 
leaving  us  because  of  better  offers.” 

From  Illinois: 

“Funds  were  used  to  increase  salaries  of 
certain  faculty  positions;  to  set  up  an  en- 
tirely new  position  and  to  form  a con- 
tingency fund  which  will  enable  the  Uni- 
versity to  cope  with  current  employment 
situations.  If  it  were  not  for  the  National 
Fund  for  Medical  Education  it  would  be 
impossible  for  this  University  to  carry 
out  any  of  the  above  projects.” 

From  Illinois: 

“We  belive  that  one  of  the  most  critical 
needs  of  the  medical  schools  of  our  coun- 
try is  the  development  of  outstanding 
teachers.  We  have  adopted  this  as  our 
initial  program.  We  believe  it  is  consist- 
ent with  the  wishes  of  the  Trustees  of 
the  National  Fund  for  Medical  Education 
that  these  funds  be  used  to  support  the 
instructional  budget.” 

From  Maryland: 

“The  use  of  these  funds  served  a much 
needed  want  in  stimulating  the  morale 
of  the  people  in  the  lower  pay  bracket.” 

From  Michigan: 

“The  fund  has  been  of  immeasurable 
value  to  us.  It  has  functioned  as  a con- 
tingent fund  which  has  made  certain 
projects  possible  after  the  rugular  med- 
ical school  budget  for  the  year  has  been 
established. 

From  Massachusetts: 

“This  is  a private  school  with  a very 
small  endowment.  In  our  efforts  to  main- 
tain the  highest  standards,  our  budget 
has  expanded  tremendously  in  the  last 
few  years  to  the  point  where  it  has 
created  an  almost  unbearable  burden  for 


the  University.  The  funds  furnished  by 
the  American  Medical  Education  and  the 
National  Fund  for  Medical  Education 
have  made  it  possible  for  us  to  carry  on 
for  the  time  being  without  a drastic  cut 
in  our  budget  which  would  have  meant 
serious  losses  of  teaching  personnel.” 
From  Michigan: 

“The  grants  have  made  it  possible  for  us 
to  purchase  equipment  for  teaching  which 
we  could  not  have  otherwise  acquired. 
This  is  of  great  importance  in  the  con- 
tinuance of  a medical  educational  pro- 
gram.” 

There  in  the  words  of  the  Deans  lies  the 
value  of  unrestricted  funds  for  the  operating 
budget  of  the  medical  schools. 

For  a moment  now  I should  like  to  discuss 
certain  major  policies  of  the  Foundation 
which  are  helpful  in  understanding  the  me- 
chanics of  contributing.  1.)  As  I have  already 
mentioned  the  funds  raised  by  the  Founda- 
tion are  for  the  unrestricted  use  of  the  med- 
ical schools.  The  Directors  of  the  Foundation 
properly  feel  that  we  must  bend  over  back- 
wards to  avoid  even  the  appearance  of  tying 
a string  to  this  support.  2.)  All  expenses  for 
the  Foundation  are  being  met  by  the  Amer- 
ican Medical  Association.  This  means  that 
every  dollar  contributed  to  the  Foundation  is 
passed  on  to  the  medical  schools  with  no  de- 
ductions. 3.)  Physicians  may  earmark  their 
contributions  to  the  Foundation  for  specific 
schools.  These  contributions  will  go  in  full 
to  the  school  for  which  they  were  earmarked 
and  will  be  over  and  above  the  grants  from 
the  unearmarked  funds  raised  by  the  Founda- 
tion and  the  National  Fund.  It  is  requested, 
however,  that  contributions  from  organiza- 
tions be  unearmarked  since  they  will  be  given 
on  behalf  of  physicians  who  have  allegiances 
and  interests  in  many  different  schools.  4.) 
The  Foundation  does  not  wish  to  impede  or 
detract  from  the  fund  raising  activity  of  any 
individual  school.  To  avoid  possible  com- 
petition with  the  schools  the  Directors  of  the 
Foundation  therefore  have  voted  that  the  An- 
nual Report  should  include  the  names  of 
those  physicians  contributing  to  the  Founda- 
tion as  well  as  those  who  have  been  reported 
by  the  Deans  as  having  made  a direct  contri- 
bution to  the  medical  schools. 

The  major  advantage  of  making  a contribu- 
tion to  a medical  school  through  the  Founda- 
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tion  is  that  the  larger  the  sum  raised  by  the 
Foundation  the  more  of  a stimulus  it  will  be 
to  business,  industry  and  other  groups  to 
contribute  to  the  National  Fund  on  the  basis 
that  those  who  help  themselves  are  most  de- 
serving of  help  and  secondly,  swelling  the 
total  raised  by  the  National  Fund  will  make 
it  possible  to  collect  certain  contributions 
that  are  contingent  upon  the  National  Fund’s 
achievement  of  certain  goals. 

By  virtue  of  my  position  and  my  temper- 
ament, I dare  not  attempt  to  be  a preacher  but 
through  experience  gained  as  the  Executive 
Secretary  of  the  Foundation  I can  assume 
the  role  of  a reporter. 

In  the  twenty  months  since  the  American 
Medical  Education  Foundation  came  into  be- 
ing, 9 of  South  Dakota’s  502  Doctors  of  med- 
icine made  contributions  to  the  Foundation. 
The  total  gifts  amounted  to  a little  over 
$760.00. 

Over  this  same  period  the  one  medical 
school  in  South  Dakota  has  received  grants 
totalling  over  $16,000  to  supplement  their 
operating  budget.  This  isn’t  a good  report 
and  it  does  not  sound  like  South  Dakota  which 
is  noted  for  her  leadership  qualities.  For  a 
comparison  let  us  look  at  Nebraska  with  only 
1,300  physicians.  Under  the  spirited  leader- 
ship of  Dr.  L.  D.  McGuire  over  $63,000  in 
cash  and  pledges  was  raised  in  a period  of 
sixty  days.  The  good  Doctor  chartered  a plane 
and  personally  contacted  every  county  so- 
ciety in  the  state  of  Nebraska.  As  a result  his 
state  leads  all  others  in  per  capita  contribu- 
tions. If  Nebraska  can  do  it  most  certainly 
can  South  Dakota,  and  for  that  matter  so  can 
every  other  state  in  this  great  country.  Ex- 
prience  has  taught  me  that  there  are  many 
“McGuires”  to  spur  your  campaign  on.  Your 
Deans  have  indicated  the  Foundation  is 
worthy  of  your  support  and  further  testimony 
to  the  fact  that  the  existing  system  of  med- 
ical education  is  worthy  of  your  support  is 
that  you  are  a product  of  that  system.  Others 
who  will  follow  in  your  footsteps  will  be  pro- 
duced in  your  likeness  in  so  far  as  their  men- 
tal processes  are  capable  of  absorbing  the  ma- 
terials given  for  study.  This  alone  should  con- 
vince you  that  the  one  organization  which 
was  designed  and  operates  for  the  sole  benefit 
of  the  medical  schools  — the  American  Med- 
ical Education  Foundation  — is  worthy  of 
your  support. 


Advertisement 


From  where  I sit 
2^  Joe  Marsh 


Wonder  how 
Miss  Gilbert  Is 
in  “Histery”? 

By  now  I guess  you’ve  heard  about 
the  spelling  errors  in  the  kids’  report 
cards  this  week. 

A typical  card  looked  like  this: 


Arithmetic B 

Geography B- 

Spelling C 

Grammer B 


I don’t  know  if  Miss  Gilbert,  the 
principal,  actually  wrote  those  cards, 
but  she  took  full  responsibility.  This 
morning  she  got  up  in  the  Assembly 
Hall  — before  the  students  — and 
started  writing  GRAM  MAR  with  two 
“a’s”  on  the  blackboard  100  times! 

From  where  I sit,  I’U  bet  this  makes 
her  even  more  popular  with  the  stu- 
dents. It’s  nice  to  see  an  expert  admit 
she  can  make  a mistake.  Too  many 
so-caUed  “experts”  claim  they’re  never 
wrong  on  such  subjects  as  what  you 
or  I ought  to  eat  . . . how  we  should 
practice  our  profession  . . . whether 
we  should  enjoy  beer  or  buttermUk.  A 
really  wise  person  never  claims  to 
“know  aU  the  answers.” 


Copyright,  1952,  United  States  Brewers  Foundation 
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YOUR  TURN  AT  BAT,  DOCTOR! 

Private  support  of  medical  education  will  do  more  than  aid  medical  schools.  It  is  an  in- 
surance policy  against  socialization  of  medicine. 

Success  of  the  drive  will  protect  medical  schools  from  the  threat  of  federal  domination,  since 
the  alternative  to  private  support  is  federal  subsidy. 

The  Supreme  Court  of  the  United  States  has  ruled  that  any  activity  which  the  government 
supports  financially,  it  may  also  direct. 

Federal  subsidy  of  medical  education  will  mean  the  end  of  medical  freedom.  The  time  to 
adopt  measures  which  will  guarantee  freedom  in  medical  education  and  practice  is  now. 

Federal  subsidy  is  one  of  the  wedges  which  would  open  the  entire  profession  to  socialistic 
domination.  Should  federal  subsidies  be  granted  there  would  be  no  more  defense  against  social- 
ism in  education  than  there  is  a defense  against  a home  run  after  the  ball  is  on  its  way  over 
the  fence. 

If  the  cost  to  each  doctor  was  several  times  the  amount  which  is  sought,  it  would  still  be  a 
bargain.  It  will  enable  each  of  us  to  repay  that  part  of  the  cost  of  our  own  education  which 
was  given  us  by  others.  It  will  enable  each  of  us  to  preserve  the  system  of  medical  educa- 
tion, which  is  the  best  in  the  world. 


Clip  and  Mail  Today 


( ) Please  bill  me: 

( ) Check  in  full 

enclosed. 


I hereby  subscribe  Dollars  to  the 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION 
as  my  contribution  to  assist  our  medical  schools. 

I understand  this  money  will  be  turned  over  to  the  AMERICAN 
MEDICAL  EDUCATION  FOUNDATION,  with  the  understanding 
that  my  contribution  will  be  given  to  the  following  medical  school 


Name  — 
Address 


M.D. 


Town State 

Make  your  check  payable  to 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION  FUND 
Sioux  Falls,  South  Dakota 
300  First  National  Bank  Building 
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South  Dakota  Medical  Association’s  Statement  to  President’s 
Commission  on  Health  Needs  of  the  Nation 

Minneapolis,  Minn.,  Sept.  2,  1952 


The  President’s  Commission  on  Health  Needs  of  the  Nation 
held  a regional  meeting  in  Minneapolis,  September  2nd.  In 
order  to  keep  the  membership  of  the  Association  informed 
of  its  activities,  the  statement  presented  on  behalf  of  the 
Association  by  the  Executive-Secretary  is  reprinted  here  in 
full. 

The  South  Dakota  State  Medical  Associa- 
tion acknowledges  the  invitation  of  the  Presi- 
den’s  Commission  on  Health  Needs  of  the 
Nation  to  appear  at  this  regional  meeting, 
and,  although  the  invitation  was  issued  on 
extremely  short  notice  and  time  is  limited 
on  this  all  encompassing  subject,  we  wish  to 
participate  in  the  hearing  by  submission  of 
the  following: 

Social  change  does  not  come  from  the  top 
down  — from  the  politicians  to  the  people  — 
but  rather  from  the  people  to  the  top.  There- 
fore, we  deplore  any  political  insistence  that 
progress  must  come  from  a paternal  govern- 
ment rather  than  from  the  people  themselves. 
Basing  our  presentation  on  this  premise,  we 
feel  that  progress  in  health  fields  in  South 
Dakota  has  been  steady,  satisfactory  to  the 
public  and  spectacular  in  the  fact  that  is  has 
been  a product  of  individual  initiative. 

South  Dakota  medicine  stands  ready  to 
meet  all  challenges  that  may  come  before  it. 
We  desire  always  to  improve  the  health  of  our 
people  and  to  cooperate  in  a better  under- 
standing of  the  facts  of  that  improvement.  We 
are  proud  that  our  state  has  one  of  the  finest 
health  records  in  the  nation  and  the  world. 
We  are  equally  proud  that  the  men  who  prac- 
tice the  Medical  Arts  have  led  the  way  in 
establishing  that  record. 

The  problems  that  have  arisen  in  the  past 
are  being  handled  effectively  and  efficiently 
at  the  state  level. 

Physician  Distribution 

In  a rural  area  such  as  South  Dakota  it  is 
necessary  to  maintain  a distribution  of  phys- 
icians so  that  no  one  is  completely  out  of 
reach  of  a doctor. 

Through  judicious  use  of  DP  physicians  and 
the  effective  Placement  Service  of  the  State 
Medical  Association,  medical  care  is  now 


available  to  all  South  Dakotans.  Every  county 
with  any  population  at  all,  and  every  trade 
area,  has  medical  personnel  using  modern, 
well  maintained  equipment. 

Through  Medical  Association  planned  pro- 
grams, we  are  extending  special  care  to  two 
large  segments  of  our  population,  the  veterans 
and  the  Indians.  These  programs  present 
medical  care  to  these  groups  allowing  them 
free  choice  of  physician  and  the  privilege  of 
receiving  such  care  in  their  home  commun- 
ities. 

The  recent  creation  of  group  practice  in 
our  larger  communities  combined  with  air- 
plane ambulance  service  and  referral  service 
from  isolated  rural  practitioners  has  given 
the  people  of  South  Dakota  the  best  medical 
service.  We  are  proud  that  the  present  dis- 
tribution of  medical  personnel  has  provided 
services  that  are  satisfying  health  needs. 

Through  sage  utilization  of  our  small  hos- 
pitals cooperating  with  those  in  the  larger 
centers,  we  have  general  hospital  beds  in  ex- 
cess of  the  national  average.  Our  mental  and 
tubercular  beds  are  being  increased  by  state 
appropriations.  The  South  Dakota  State  Med- 
ical Association  wishes  to  commend  the  ad- 
ministration of  our  State  for  its  intelhgent 
handling  of  the  problems  of  these  institu- 
tions. 

Research  and  Education 

Although  our  state  has  only  a population 
somewhat  over  one-half  million,  we  maintain 
a two  year  medical  school  now  housed  in  one 
of  the  most  modern  medical  buildings  in  the 
country.  Research,  of  a nature  to  be  done  in 
a basic  science  school,  is  carried  on,  sponsored 
by  private  and  public  organizations.  In  1949 
the  South  Dakota  State  Medical  Association 
set  up  an  Endowment  Fund  to  provide  per- 
petual income  for  research  and  other  medical 
functions  at  the  University.  We  feel  that  in 
future  years  our  contribution  to  medical  re- 
search will  far  exceed  the  usual  expectations 
of  a two  year  school. 
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The  South  Dakota  State  Medical  Associa- 
tion wishes  to  commend  the  South  Dakota 
State  Department  of  Health  for  its  intelligent 
approach  to  the  creation  of  full  time  public 
health  departments  throughout  the  State.  Be- 
cause most  of  our  counties  do  not  have  the 
population  to  support  full  time  public  health 
agencies,  plans  are  now  being  laid  to  effect  a 
combination  of  counties  to  form  public  health 
districts.  Financing  of  these  districts  will 
come  from  the  counties  involved. 

Industrial  medicine  is  not  a problem  in 
South  Dakota  because  of  the  rural  nature  of 
the  State.  Two  industrial  organizations  are 
large  enough  to  maintain  health  facilities  and 
both  of  them  do  — one  even  maintains  its 
own  hospital  facilities. 

We  feel  that  problems  of  meeting  the  costs 
of  medical  care  have  been  highly  over-exag- 
gerated. A few  isolated  instances  may  be 
quoted  that  attempt  to  show  the  burden  of 
medical  costs  but  the  facts  show  that  medical 
costs  have  risen  much  less  in  the  past  12  years 
than  the  other  costs  of  living  and  much  less 
than  the  average  increase  in  income,  particu- 
larly in  South  Dakota.  “The  medical  cost 
problem”  is  an  artificial  one  created  by  per- 
sons trying  to  sell  their  ideas  to  the  man  on 
the  street.  We  endorse  any  voluntary  plan 
that  individuals  may  desire  to  spread  the 
major  costs  of  illness  or  injury  just  as  we 
endorse  the  frugality  of  the  individual  who 
saves  some  of  his  income  for  a “rainy  day”. 
We  urge  the  extension  of  voluntary  pre-pay- 
ment medical  care  plans. 

The  South  Dakota  State  Medical  Associa- 
tion is  a voluntary  organization  of  doctors 
created  to  further  the  benefits  of  good  health 
to  all  people  in  our  area.  Our  field  of  en- 
deavor has  been  to  study  problems  as  they 
arise,  recommend  change  when  necessary,  and 
at  all  times  to  protect  the  rights  and  beliefs 
of  the  individual  patient.  Other  agencies,  less 
familiar  with  the  problems  and  potentialities, 
have  and  are  duplicating  our  work.  We  en- 
dorse those  who  sincerely  want  to  know  the 
facts  and  are  anxious  to  accept  and  use  them. 
We  condemn  those  who  wish  to  use  these 
studies  for  political  gain. 

In  closing,  we  would  like  to  enter  a plea  for 
planning  and  action  in  all  fields  of  health  at 
the  community  level.  America  was  made 
great  on  her  farms,  in  her  industrial  plants  — 
and  above  all,  in  her  homes.  To  stay  great 


those  must  be  the  sources  of  initiative  in  the 
future. 

The  people  who  spend  their  lives  caring  for 
the  health  needs  of  South  Dakota  must  of 
necessity  be  more  familiar  with  its  health 
needs  than  any  other  group.  The  South 
Dakota  State  Medical  Association  is  ready 
and  willing  to  cooperate  with  any  and  all 
groups  that  may  be  sincerely  concerned  with 
the  health  of  our  people. 

We  do  regret  that  notification  of  the  oppor- 
tunity to  present  material  at  this  hearing  was 
not  received  until  a week  ago.  We  realize  that 
we  can  do  no  more  than  scratch  the  surface 
of  this  vast  subject  in  the  time  allotted. 


MINUTES  OF  THE  COUNCIL  MEETING 
September  14.  1952,  Marvin  Hughiit  Hotel 
Huron,  South  Dakota 

The  Council  of  the  South  Dakota  State  Med- 
ical Association  convened  on  September  14, 
1952,  at  1:30  p.  m.  at  the  Marvin  Hughitt 
Hotel,  Huron,  South  Dakota,  with  the  follow- 
ing in  attendance: 

Dr.  R.  E.  Jernstrom,  President;  Dr.  R.  J. 
Mayer,  President-Elect;  Dr.  G.  1.  W.  Cottam, 
Secretary-Treasurer;  Dr.  H.  R.  Brown,  A.M.A. 
Delegate;  Dr.  R.  E.  VanDemark,  Chairman  of 
Council;  Dr.  J.  D.  Alway;  Dr.  C.  R.  Stoltz; 
Dr.  Magni  Davidson;  Dr.  M.  M.  Morrissey; 
Dr.  R.  A.  Buchanan;  Dr.  F.  D.  Gillis;  Dr.  A.  P. 
Reding;  Dr.  A.  A.  Lampert;  Dr.  F.  F.  Pfister; 
Dr.  D.  A.  Gregory;  Mr.  J.  C.  Foster,  Execu- 
tive-Secretary; Mr.  Karl  Goldsmith,  Attorney. 

The  meeting  was  brought  to  order  by  the 
Chairman.  On  motion  of  Dr.  Gregory,  sec- 
onded by  Dr.  Pfister,  the  minutes  of  the  last 
Council  meeting  were  dispensed  with. 

The  first  item  of  old  business  presented  to 
the  Council  regarded  the  Indian  fee  schedule. 
Dr.  Lampert  made  a motion  that  the  Council 
instruct  the  Executive  Secretary  to  convey 
to  the  Medical  Director  that  it  is  their  wish 
that  the  Indian  fee  schedule  contract  be 
specific  in  covering  all  care  for  indigent  In- 
dians, whether  it  be  emergency  or  not.  Motion 
seconded  by  Dr.  Alway.  Carried. 

The  second  item  of  old  business  concerned 
the  Association’s  contract  with  the  Veterans 
Administration.  Dr.  Mayer  moved  that  the 
Committee  handling  veterans’  affairs  be  ap- 
pointed to  the  Board  of  Review  which  is  re- 
quired by  the  new  contract.  Seconded  by  Dr. 
Gregory.  Carried. 
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The  benevolent  fund  was  the  next  item  of 
business.  Motion  was  made  by  Dr.  Reding 
that  there  be  two  members  from  each  fac- 
tion (South  Dakota  State  Medical  Association 
and  the  Auxiliary)  in  addition  to  Dr.  Hard  of 
the  University  Medical  School  making  up 
the  membership  of  this  committee.  Seconded 
by  Dr.  Davidson.  Carried. 

The  Councilors  discussed  the  matter  of  the 
medical  school  laboratory  at  the  University, 
but  no  action  was  taken. 

Discussion  was  held  on  the  matter  of  re- 
districting  the  Rosebud  District,  but  no  action 
was  taken. 

Motion  was  made  by  Dr.  Mayer  that  the 
Council  endorse  a program  as  outlined  in 
the  American  Medical  Education  Foundation 
for  personal  solicitation  and  contribution  of 
South  Dakota  physicians.  Seconded  by  Dr. 
Stoltz.  Carried. 

The  proposed  Rules  and  Regulations  of  the 
Grievance  Committee  were  read  by  the  Ex- 
ecutive Secretary.  Dr.  Morrissey  moved  that 
these  rules  and  regulations  be  adopted  by  the 
Council.  Seconded  by  Dr.  Pfister.  Discussion 
ensued  and  motion  was  made  by  Dr.  Brown 
that  they  be  amended  to  show  the  Council  of 
the  South  Dakota  State  Medical  Association 
as  the  appellate  body,  rather  than  the  Execu- 
tive Committee.  Seconded  by  Dr.  Mayer. 
Carried. 

After  further  discussion.  Dr.  Davidson 
made  the  motion  that  paragraph  4 of  the 
Rules  and  Regulations  be  removed  in  its  en- 
tirety. Dr.  Brown  seconded  and  the  motion 
carried. 

Dr.  Stoltz  then  moved  that  the  paragraph  be 
returned  to  the  rules  and  regulations  of  the 
Grievance  Committee  with  the  addition  of  the 
following  words:  “subject  to  such  action  as 
the  Council  may  determine.”  Motion  was  sec- 
onded by  Dr.  Jernstrom.  Carried. 

Vote  was  then  taken  on  the  acceptance  of 
the  Rules  and  Regulations  as  amended. 
Carried. 

The  recommendation  of  the  Grievance 
Committee  regarding  expense  in  performance 
of  their  duties  was  presented  to  the  Council. 
Motion  was  made  by  Dr.  Stoltz  that  it  be  ac- 
cepted, but  the  motion  died  for  lack  of  a 
second. 

The  proposed  Code  of  Cooperation  among 
Medical-Hospital-Press-Radio  was  read  by  the 
Executive  Secretary.  Dr.  Pfister  moved  that 


the  Code  be  adopted.  Dr.  Davidson  seconded. 
Carried. 

The  Executive  Secretary  gave  out  informa- 
tion to  the  Councilors  with  regard  to  the 
Essay  Contest  being  sponsored  by  the  Amer- 
ican Association  of  Physicians  and  Surgeons. 

A compulsory  vaccination  and  immuniza- 
tion program  was  presented  to  the  group. 
Moved  by  Dr.  Lampert  that  it  be  accepted. 
Seconded  by  Dr.  Alway.  Motion  defeated. 

Dr.  Stoltz  moved  that  the  Council  recom- 
mend that  the  Committee’s  efforts  be  directed 
toward  an  education  program.  Seconded  by 
Dr.  Morrissey.  Carried. 

The  matter  of  the  license  law  in  South 
Dakota,  regarding  over-prescription  of  nar- 
cotics to  a patient  was  discussed  by  the  group. 
Dr.  Pfister  moved  that  recommendation  be 
made  that  the  present  law  be  revised  to  in- 
clude not  only  intoxicants,  but  also  all  those 
drugs  which  are  covered  in  the  Harrison  Nar- 
cotics Act,  with  license  revocation  as  the  pen- 
alty for  violation.  Seconded  by  Dr.  Davidson. 
Carried. 

Useless  surgery  was  the  next  order  of  bus- 
iness. Dr.  Stoltz  recommended  that  we  go  on 
record  as  being  favorable  to  a law  requiring 
examination  by  a licensed  pathologist  of  all 
tissues  removed  during  a major  operation.  Dr. 
Davidson  seconded  the  motion.  Carried. 

Following  discussion  on  an  act  to  liberalize 
the  mental  health  commitment  law.  Dr.  Al- 
way moved  that  the  Council  endorse  the  pro- 
posed act  replacing  the  present  law.  Seconded 
by  Dr.  Stoltz.  Carried. 

Dr.  Jernstrom  requested  that  the  Council 
initiate  a measure  which  would  allow  school 
boards  to  give  hospitalization  insurance  to 
teachers.  This  was  made  in  the  form  of  a 
motion  by  Dr.  Brown  with  the  qualification 
that  efforts  be  made  to  have  such  a bill  pre- 
sented by  some  other  organization,  such  as 
the  South  Dakota  Education  Association. 
Motion  seconded  by  Dr.  Stoltz  and  carried. 

Discussion  was  held  on  the  establishment 
of  a Blood  Bank  Committee.  Motion  was 
made  by  Dr.  Stoltz  that  the  Council  provide 
for  such  a committee,  the  members  of  which 
will  be  appointed  by  the  Association  Presi- 
dent. Seconded  by  Dr.  Pfister.  Carried. 

A statement  from  the  Council  on  Industrial 
Health  was  read  by  the  Executive  Secretary, 
in  addition  to  an  accompanying  letter  which 
requested  endorsement  of  the  statement’s 
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principles  by  the  Association.  Dr.  Stoltz 
moved  that  they  be  endorsed.  Seconded  by 
Dr.  Reding.  Carried. 

Correspondence  was  presented  from  the 
Kansas  Medical  Society,  concerned  with  the 
nursing  problem  in  this  area.  Motion  was 
made  by  Dr.  Stoltz  that  a representative  be 
sent  to  Kansas  City  for  the  conference  which 
is  to  be  held  on  September  27.  Seconded  by 
Dr.  Davidson.  Carried. 

On  motion  by  Dr.  Mayer,  the  recommenda- 
tion of  the  Medical  School  Affairs  Committee 
was  approved  by  the  Council.  Seconded  by 
Dr.  Alway. 

Motion  was  made  by  Dr.  Morrissey  that 
the  representative  to  the  Student  American 
Medical  Association  convention  in  Chicago 
be  furnished  expenses  to  the  extent  of  $50  by 
the  Association.  Seconded  by  Dr.  Stoltz. 
Carried. 

Communication  to  the  Council  was  read  by 
Dr.  Reding.  Following  discussion,  no  action 
was  taken  by  the  Council  and  the  letter  was 
turned  over  to  Dr.  Reding  for  such  action  as 
is  necessary. 

Dr.  Brown  moved  that  the  Council  com- 
mend the  Executive  Secretary  for  so  ably  ex- 
pressing, in  part,  the  opinion  of  the  South 
Dakota  State  Medical  Association  in  the  very 
short  time  permitted  to  him  and  to  the  Asso- 
ciation, at  the  recent  conference  held  by  the 
President’s  Commission  on  Health  Needs  of 
the  Nation.  Seconded  by  Dr.  Mayer.  Carried. 

Discussion  was  held  on  the  General  Prac- 
titioner of  the  Year  award.  No  nominations 
were  presented  by  any  of  the  Districts. 

Motion  was  made  by  Dr.  Gregory  that  the 
meeting  adjourn.  Seconded  by  Dr.  VanDe- 
mark. 

Moved  by  Dr.  Pfister  that  Dr.  Gregory  be 
nominated  as  General  Practitioner  of  the 
Year.  Seconded  by  Dr.  Stoltz.  Carried. 

Motion  to  adjourn  was  carried.  Adjourn- 
ment at  4:25. 


BOARD  OF  DIRECTORS  MEETING 
SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Marvin  Hughitt  Hotel,  Huron,  Sept.  13,  1952 

The  meeting  was  called  to  order  at  8:15  p.m. 
Those  present  were  Drs.  Saxton,  Pfister,  Wil- 
liams, Price,  McVay,  Hard,  Brown,  Gregory, 
VanDemark,  Mayer,  Lampert,  Jernstrom,  Mr. 
Lament  and  assistant  secretary  Foster. 


Dr.  Pankow  moved  that  the  minutes  of  the 
previous  meeting  be  dispensed  with.  Sec- 
onded by  Pfister  and  carried. 

The  report  on  finances  was  read  by  Assist- 
ant Secretary  as  follows: 

Income $4,131.08 

Expenses 48.00 

Total  4,083.08 

Cash  on  Hand 3,083.08 

Series  “G”  Bond  1,000.00 


Total $4,083.08 

A discussion  was  held  on  ways  and  means 
of  increasing  revenue. 

A discussion  was  also  held  on  the  AMA’s 
Education  Foundation  and  its  effects  on  the 
South  Dakota  Medical  School  Endowment 
Association.  A suggestion  was  made  to  cir- 
cularize South  Dakota  University  alumni  for 
the  Endowment  Association. 

Dr.  Brown  moved  that  the  Board  accede  to 
the  opinion  of  the  South  Dakota  State  Med- 
ical Association  and  devote  as  much  of  the 
capital  on  hand  as  expedient  to  student  loans 
at  21/2%  interest,  all  such  loans  tb  be  approved 
by  Dr.  Walter  Hard,  Seconded  by  Dr.  McVay 
and  carried. 

Dr.  Williams  moved  that  the  loans  be 
limited  to  $500.00  and  that  the  loans  be  recom- 
mended by  Dr.  Hard  and  approved  by  two 
members  of  the  Board  appointed  by  the  Presi- 
dent of  the  Board.  The  terms  of  the  loan  shall 
also  be  approved  by  the  Committee.  Motion 
seconded  by  Dr.  Pfister  and  carried. 

Dr.  Pankow  moved  that  Dr.  Hard  be  named 
to  the  Board  to  fill  a vacancy. 

Dr.  Pankow  moved  that  Dr.  Hard  be  named 
Secretary-Treasurer  of  the  Association.  Sec- 
onded by  Dr.  Pfister  and  carried. 

Meeting  adjourned  at  9:40  p.m. 


MEDICAL  SCHOOL  AFFAIRS 
COMMITTEE  MEETING 

Marvin  Hughitt  Hotel,  Huron,  S.  Dak.,  Sept.  13,  1952 

The  meeting  was  called  to  order  at  9:50  p.m. 
Those  present  were  Drs.  Pankow,  Williams, 
Price,  Saxton,  Brown,  and  executive  secre- 
tary Foster. 

It  was  moved  to  dispense  with  the  minutes 
of  the  previous  meeting. 

There  was  no  old  business. 

Under  new  business  the  Dean  of  the  Med- 
ical School,  Walter  L.  Hard,  PhD.,  reported 
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on  the  status  of  the  faculty,  the  building,  the 
National  Fund  for  Medical  Education,  and  the 
dedication  of  the  new  medical  building. 

Dr.  Hard  suggested  naming  two  dis- 
tinguished physicians  for  an  award  in  connec- 
tion with  the  dedication  of  the  medical  build- 
ing. 

A discussion  was  held  on  the  proposed  bud- 
get for  the  medical  school. 

Dr.  Pankow  moved  to  set  up  a letter  of 
recommendation  from  the  Committee  to  the 
Governor  and  Finance  Director  approving 
the  medical  school  budget  and  that  the  Coun- 
cil endorse  this  action.  Motion  seconded  by 
Dr.  Brown  and  carried. 

Dr.  Hard  discussed  clinical  clerkships  and 
preceptorships. 

Meeting  adjourned  at  11:45  p.  m. 


REPORT  OF  DELEGATE  TO  THE 

AMERICAN  MEDICAL  ASSOCIATION 
101st  ANNUAL  SESSION 
JUNE  1952  — CHICAGO.  ILL. 

At  the  101st  annual  session  of  the  A.M.A. 
House  of  Delegates  in  June,  1952  at  Chicago, 
Dr.  Edward  J.  McCormick  of  Toledo,  Ohio 
was  chosen  to  be  President-elect  of  the  As- 
sociation. Previously  he  had  been  a member 
of  the  House  of  Delegates  and  later  a member 
and  finally  chairman  of  the  Council  on  Med- 
ical Service.  Since  1947  he  has  been  a mem- 
ber of  the  Board  of  Trustees  and  is  currently 
chairman  of  the  Committee  on  Scientific  Ex- 
hibit. 

Dr.  Paul  Dudley  White  of  Boston,  Mass., 
was  awarded  the  Distinguished  Service  Medal 
for  his  lifetime  accomplishments  in  the  fields 
of  medicine  related  to  the  heart  and  circula- 
tion. 

The  science  writer,  Howard  W.  Blakeslee, 
was  awarded  postumously,  a gold  medal  and 
citation  to  honor  “a  distinguished  layman  who 
has  served  to  advance  the  ideals  of  American 
medicine  and  who  has  contributed  notably 
to  the  public  welfare”.  In  1948  the  first  of 
these  awards  was  made  to  Father  Alphonse 
Mary  Schwitalla  who  had  been  Dean  of  the 
St.  Louis  University  School  of  Medicine  for 
many  years. 

Dr.  Louis  H.  Bauer  of  Hempstead,  N.  Y.  as- 
sumed the  presidency  of  the  A.M.A.  and  de- 
livered a timely  and  masterful  address  which 
was  broadcast  over  national  hook-ups  of  T.  V. 
and  radio.  It  has  been  reprinted  in  many  med- 


ical publications  and  can  be  read  by  each  of 
us  with  profit. 

Other  Officers  elected  or  reelected  were  the 
following;  Dr.  James  McVay  of  Kansas  City, 
Missouri,  to  the  Board  of  Trustees  to  occupy 
the  place  vacated  by  Dr.  McCormick  and  Dr. 
Dwight  Murray  of  Napa,  Calif,  was  reelected 
to  the  Board  of  Trustees  and  subsequently  re- 
elected by  the  board  as  its  Chairman.  The 
new  A.M.A.  vice-president  is  Dr.  Leo  F. 
Schiff,  Plattsburg,  N.  Y.  Dr.  James  F.  Reu- 
ling,  Bayside,  N.  Y.,  is  the  new  speaker  of 
the  House  of  Delegates  and  Dr.  E.  Vincent 
Askey,  Los  Angeles,  Calif,  is  its  vice-speaker. 
Dr.  J.  J.  Moore,  Chicago  and  Dr.  Geo.  F.  Lull, 
Chicago  were  reelected  to  treasurer  and  sec- 
retary respectively. 

Dr.  H.  G.  Weiskotten,  Skaneateles,  N.  Y., 
was  elected  to  succeed  himself  as  a member 
of  the  Council  on  Medical  Education  and  Hos- 
pitals. The  membership  of  this  Council  was 
enlarged  by  three,  and  the  persons  chosen  to 
complete  the  membership,  including  the 
vacancy  caused  by  the  death  of  Dr.  Russell  L. 
Haden,  were  Dr.  John  W.  Cline,  San  Fran- 
cisco; Dr.  James  M.  Faulkner,  Boston;  Dr. 
Charles  E.  Stone,  Galveston;  and  Dr.  Leland 
S.  McKittrick,  Boston.  Dr.  Elmer  Hess,  Erie, 
Pa.,  was  elected  to  succeed  himself  as  a mem- 
ber of  the  Council  on  Medical  Service;  Dr. 
Carlton  E.  Wertz,  Buffalo,  succeeds  Dr. 
Thomas  A.  McGoldrick  of  Brooklyn,  whose 
term  of  office  had  expired  and  Dr.  James 
Graves,  Monroe,  La.,  was  elected  as  a new 
member.  Other  appointments  include  Dr. 
H.  L.  Pearson,  Jr.,  Miami,  Fla.,  to  succeed  him- 
self as  a member  of  the  Council  on  Scientific 
Assembly,  and  Dr.  James  Stevenson,  Tulsa, 
Okla.,  to  succeed  himself  as  a member  of  the 
Council  on  Constitution  and  By-laws. 

Prior  to  the  sessions  of  the  House  of  Dele- 
gates your  delegate  along  with  Dr.  A.  A.  Lam- 
pert,  alternate  delegate.  Dr.  Roy  Jernstrom, 
president,  and  John  Foster,  exec.-sec’y.  of  the 
S.  D.  State  Medical  Ass’n.  attended  the  testi- 
monial dinner  honoring  Dr.  Joseph  Lawrence, 
Washington,  D.  C.,  on  the  termination  of  his 
term  of  service  as  director  of  the  Washington 
office  of  the  A.M.A.  We  also  attended  the 
Annual  Conference  of  Presidents  and  other 
Officers  of  State  Medical  Associations.  This 
meeting  was  outstanding.  Featured  were  -the 
following  speakers  of  national  renown,  Clar- 
ence Manion,  Dean  of  the  Notre  Dame  Law 
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School  and  Hon.  Walter  H.  Judd,  M.D.,  con- 
gressman from  Minnesota.  It  would  have 
been  a privilege  for  every  doctor  and  every 
citizen  to  hear  those  addresses. 

This  meeting  of  the  House  of  Delegates 
started  quietly  but,  quickly  in  the  first  ses- 
sion, it  broke  into  a fast  and  exciting  tempo. 
Items  for  consideration  seemed  to  multiply. 
Procedure  and  methods  of  arriving  at  de- 
cisions became  more  complicated  and  con- 
troversial. To  attempt  description  of  the  ac- 
tions and  decisions  in  a short  report  would  be 
inadequate  as  well  as  misleading.  Recent 
issues  of  the  journal  of  the  A.M.A.  have  pub- 
lished abstracts  of  the  meeting  and  can  be 
read  with  interest  and  profit  by  every  phys- 
ician. 

As  instructed  by  the  South  Dakota  State 
Medical  Association  House  of  Delegates  and 
Council,  your  delegation  introduced  the  reso- 
lution attached  to  this  report.  We  attended 
the  hearings  in  reference  committee  and 
spoke  for  this  resolution.  The  House  of  Dele- 
gates adopted  the  report  of  the  reference 
committee  which  approved  the  resolution  in 
principle  but  desired  to  refer  it  to  the  Special 
Committee  of  the  Board  of  Trustees  on  Fed- 
eral Medical  Services,  which  is  presently  con- 
sidering this  subject  with  other  organizations 
on  a national  level. 

The  valuable  assistance  of  your  alternate 
delegate.  Dr.  A.  A.  Lampert  of  Rapid  City,  at 
this  session  should  be  recognized.  He  attended 
the  preliminary  meetings  as  well  as  all  of  the 
sessions  of  the  House  and  his  observations, 
work  and  advice  were  helpful,  needed  and 
appreciated.  Continued  attendance  by  alter- 
nate as  well  as  delegate  at  all  A.M.A.  sessions 
can  be  of  great  value  to  the  State  Association 
and  appears  to  be  imperative  from  now  on. 
Seasoned  representation  is  urgently  needed 
by  the  A.M.A.  and  equally  by  the  S.  D.  State 
Medical  Association  to  come  with  the  compli- 
cated problems  facing  the  medical  profession 
and  taxing  the  abilities  of  its  leadership. 

Again  gratitude  is  expressed  for  the  priv- 
ilege and  honor  of  representing  the  South 
Dakota  State  Medical  Association  as  delegate 
to  the  American  Medical  Association. 

Respectfully  submitted, 

H.  Russell  Brown 

Delegate  to  A.M.A. 


AMERICAN  MEDICAL  ASSOCIATION 
House  of  Delegates 
RESOLUTION 

WHEREAS,  it  appears  that  United  States 
Veterans  Administration  hospitals  have  been 
accepting  non-service  connected  cases  who 
are  known  by  them  to  be  covered  by  insur- 
ance against  hospital  and  medical  expenses, 
or  who  are  insured  under  Workmen’s  Com- 
pensation laws,  and 

WHEREAS,  in  treating  such  cases  it  has 
become  the  practice  of  the  Veterans  Hos- 
pital to  accept  fees  for  hospital  and  medical 
care  from  insurance  companies,  and 

WHEREAS,  the  practice  of  accepting  non- 
service connected  cases  definitely  increases 
the  demand  for  more  hospital  beds  in  Vet- 
erans Hospitals,  and  sometimes  prevents  the 
acceptance  of  service-connected  cases,  who 
are  more  justly  entitled  to  such  hospital  beds, 
and 

WHEREAS,  the  practice  of  accepting  non- 
service connected  cases  who  are  covered  by 
insurance  against  hospital  and  medical  ex- 
penses, or  who  are  insured  under  Workman’s 
Compensation  laws,  increases  the  demand  for 
more  and  more  personnel  for  the  Veterans 
Hospitals,  both  medical  and  nursing  staffs,  as 
well  as  administrative,  and 

WHEREAS,  such  increased  personnel  in 
the  medical  and  nursing  staffs  is  becoming 
more  and  more  difficult  to  obtain  because  of 
increased  quotas  of  physicians  and  nurses 
needed  by  the  Armed  Forces,  and 

WHEREAS,  such  practice  places  the  gov- 
ernment controlled  and  subsidized  Veterans 
Hospitals  and  doctors  in  competition  with 
local  private  hospitals  and  physicians,  and 

WHEREAS,  this  practice  is  competitively 
unfair  to  the  local  physicians  and  hospitals 
and  detrimental  to  both  medical  agencies  on 
a local  and  national  level,  and 

THEREFORE,  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  American  Medical 
Association  in  session  in  June  1952,  adopts  a 
form  policy  of  disapproval  of  practices  of  the 
Veterans  Administration  in  accepting  for 
medical  care,  non-service  connected  cases 
which  are  covered  by  insurance  and  in  ac- 
cepting insurance  company  fees  therefore. 
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by  Roy  E.  Jernstrom,  Rapid  City,  S.  D. 


The  combined  meeting  of  the  council  and  district  officers  was 
held  at  Huron,  September  14.  All  the  councillors  were  there  and  a 
large  number  of  the  district  officers.  I hope  the  district  societies 
have  had  a report  from  both  their  councillors  and  their  district  of- 
ficers. I am  sure  that  the  district  officers  were  surprised  at  the 
large  amount  of  work  done  by  the  council.  Also,  they  begin  to 
realize  why  we  need  an  executive  secretary  to  take  care  of  the 
tremendous  amount  of  detail;  some  of  its  small,  but  also  some  that 
requires  a man  of  ability  and  proper  training.  We  are  fortunate  to 
have  such  a man  in  John  Foster.  The  council  gave  John  a vote  of 
commendation  for  his  testimony  before  the  “Presidents’  Commission 
on  Health.” 

Mr.  Hiram  Jones  of  the  AMA  spoke  on  the  American  Medical 
Education  Fund.  I hope  that  you  all  will  contribute  to  this  fund 
and  also  to  the  South  Dakota  Medical  School  Endowment  Fund.  There  is  absolutely  no  conflict  between 
the  two. 

On  September  13,  the  Executive  Committee  met  with  representatives  of  the  Associated  Press  and 
the  South  Dakota  Press  Association  in  regard  to  formulating  a Press-Radio-Hospital-Medical  code  of  co- 
operation. We  had  a very  instructive  and  harmonious  meeting  and  drew  up  a code  which  was  approved 
by  the  Council  on  September  14.  The  Radio  Association  has  already  approved  it  in  principle.  I am  sure 
the  Hospital  Association  will  do  the  same.  Then,  the  different  representatives  will  get  together  and  form- 
ally sign  the  code.  Each  member  will  get  a copy  of  the  code  and  I am  sure  it  will  make  for  a very  good 
relationship  between  the  groups  concerned.  It’s  wonderful  what  good  one  can  accomplish  by  making  a 
personal  effort  to  understand  the  other  fellows  problems. 

A few  words  about  the  American  Cancer  Society.  Mrs.  Harry  T.  Dory  is  executive  director  of  the 
South  Dakota  Chapter.  Our  representatives  are  P.  V.  McCarthy,  Wayne  Geib,  and  D.  H.  Breit.  The 
lay  members  are  all  women  and  do  a splendid  job.  They  have  done  a great  deal  to  educate  people 
to  go  to  their  doctor  if  they  have  any  sign  of  cancer.  The  committee  also  furnishes  free  male  sex  hormone 
to  cases  which  might  be  benefited  by  its  use.  The  committee  also  has  financed  training  for  pathologists 
in  cytological  cancer  diagnosis  at  the  Mayo  Clinic.  We  will  all  make  more  use  of  cell  smears  for  detection 
of  cancer  as  the  accuracy  of  diagnosis  increases. 

I forgot  to  mention  that  the  budget  for  the  Medical  School  has  been  drawn  up.  Let  me  tell  you  that 
there  isn’t  a cent  of  padding  in  it  and  it  is  the  duty  of  every  doctor  to  urge  his  legislators  to  give  the  school 
the  amount  it  has  requested.  We  have  a dean  who  is  capable  and  if  we  give  him  a fair  chance.  South 
Dakota  will  continue  to  have  a two  year  medical  school  of  which  we  all  can  be  proud.  Let  us  not  forget 
that  Dr.  Slaughter  did  a lot  constructively  for  our  medical  school.  Dr.  Hard  will  take  up  from  there  and 
our  school  will  continue  to  produce  two  year  graduates  who  will  be  in  the  upper  half  of  whatever  four 
year  school  they  go  to.  Let  the  doctors  make  it  their  duty  to  give  the  legislators  the  facts.  If  they  do 
that  the  medical  school  will  get  the  funds  it  needs. 

Is  there  any  married  doctor  whose  wife  isn’t  a member  of  the  auxiliary?  If  so  won’t  you  ask  her 
to  join?  We  need  the  auxiliary  to  have  a well  rounded  public  relations  program.  I feel  that  each  coun- 
cillor should  help  to  promote  the  auxiliary  in  his  district.  The  Black  Hills  District  Auxiliary  is  planning 
a wonderful  time  for  the  ladies  at  the  1953  meeting,  June  14,  in  Rapid  City.  Lets  all  go  to  Rapid  City 
in  ’53  and  make  it  a combination  convention  and  vacation  trip. 

I would  like  to  call  your  attention  to  the  7th  annual  AAPS  national  essay  contest  for  high  school  stu- 
dents. The  subject  is  “Why  the  Private  Practice  of  Medicine  Furnishes  this  Country  with  the  Finest 
Medical  Care.  High  School  Students  are  our  future  voters.  In  1948,  Purdue  University  polled  10,000  high 
school  students  in  Ohio.  80%  were  for  socialized  medicine.  After  the  AAPS  essay  contests  had  been  held 
two  years,  the  poll  changed  to  55%  for  socialized  medicine.  I urge  each  district  society  to  promote  the 
contest.  You  should  get  started  now.  Your  district  officers  have  the  necessary  information.  If  not,  write 
John  Foster. 
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THE  ANNUAL  DIABETES 
DETECTION  DRIVE 

The  American  Diabetes  Association  laun- 
ches its  Fifth  nation-wide  Diabetes  Detection 
Drive  next  month,  November  16th  - 22nd. 
As  most  physicians  know  the  Drive  is  a non- 
fund raising  educational  and  case-finding 
program  channeled  exclusively  through  the 
medical  profession. 

Every  physician  is  naturally  interested  in 
detecting  diabetes  in  any  of  his  patients. 
Whether  he  is  a general  practitioner  or  spec- 
ialist, it  is  important  for  him  to  know  whether 
or  not  his  patient  has  diabetes.  It  is  just  as 
essential  for  the  surgeon,  pediatrician,  urol- 
ogist or  the  eye,  ear,  nose  and  throat  special- 
ist, as  it  is  for  the  internist,  since  if  the  di- 
sease is  detected  in  its  early  stages  it  can 
usually  be  controlled  very  easily. 

It  is  unfortunate  that  many  diabetics  are 
not  being  treated  today  because  they  do  not 
even  know  that  they  have  the  disease.  That 
is  why  the  American  Diabetes  Association 
has  set  itself  the  task  of  conducting  this 
search  for  the  undiagnosed  diabetics.  The 
purpose  of  Diabetes  Week  is  to  emphasize  this 
continuing  drive  to  find  these  hidden  cases. 

Cooperation  of  physicians,  medical  so- 
cieties, health  agencies,  various  civic  groups 
and  publicity  agencies  results  in  effective 
screening  of  a large  percentage  of  the  popula- 
tion. The  educational  value  of  the  Drive  is 
in  itself  well  worthwhile,  while  the  value  to 
the  hitherto  unsuspected  diabetic  is  obvious. 


CANDIDATES  STATE 
VIEWS  ON  MEDICINE 

Following  are  views  of  various  candidates 
for  public  office  on  compulsory  health  in- 
surance: 

Republican  Nominee  for  President 
General  Dwight  D.  Eisenhower 

“I  am  not  going  to  answer  too  specifically, 
because  what  could  be  in  a bill  labeled  com- 
pulsory health  insurance?  I am  not  so  certain. 
But  I can  tell  you  this:  I am  quite  certain 
over  the  years  that  I was  at  Columbia,  no  one 


spoke  out  more  than  I did  against  the  cen- 
tralization of  power  in  Washington,  against 
bureaucratic  government  and  submitting  our 
lives  toward  a control  that  would  lead  in- 
evitably to  socialism  ...  I do  believe  that 
every  American  has  a right  to  decent  medical 
care.” 

In  discussing  Federal  aid  to  medical  educa- 
tion, General  Eisenhower  said  that  in  private 
universities  we  must  “support  medical  educa- 
tion by  private  means,  because  if  we  didn’t  it 
would  be  the  first  step  toward  the  socializa- 
tion of  medicine,  and  I am  against  socializa- 
tion.” 

Democralic  Nominee  for  President 
Governor  Adlai  Stevenson 

“I  am  against  the  socialization  of  the  prac- 
tice of  medicine  as  much  as  I would  be  against 
the  socialization  of  my  own  profession,  the 
law  ....  If  the  insurance  principle  could  be 
brought  to  bear  on  these  catastrophic  ill- 
nesses, it  would  largely  eliminate  the  specter 
of  terror  from  the  average  home  ....  I am 
sure  that  ....  the  common  objective  can  be 
largely  realized  without  the  destruction  of 
professional  independence. 

“Basically,  the  problem  is  how  to  lift  people 
over  the  costs  of  major  illness.  I don’t  know 
whether  voluntary  plans  can  do  the  job.  I 
think  the  new  commission  on  medical  needs 
may  well  add  some  light  and  remove  some 
heat,  enabling  us  to  find  a satisfactory  solu- 
tion to  this  perplexing  problem.” 

Republican  Nominee  for  Vice-President 
U.  S.  Senator  Richard  M.  Nixon 

“I  think  ....  that  a great  number  of  people, 
probably  a majority  of  the  people  in  the 
country,  are  convinced  that  the  compulsory 
health  insurance  programs  which  sound  so 
good  in  theory  have  not  worked  out  in  action 
in  those  nations  which  have  tried  them.” 

“I  am  convinced  that  the  medical  profes- 
sion has  taken  a very  long  step  in  the  right 
direction  with  its  recently  announced  pro- 
gram of  subsidizing  medical  schools  on  a 
voluntary  rather  than  on  a government  basis. 

(Continued  on  Page  302) 
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Court  Nixes  Cancer  “Cure” 


The  U.  S.  Court  of  Appeals 
in  the  case  of  the  U.  S.  vs. 
Hoxsey  Cancer  Clinic  and 
Harry  M.  Hoxsey  has  ruled 
that  the  so-called  cancer  cure 
used  by  the  defendent  be  pro- 
hibited from  distribution  in 
interstate  commerce. 

In  many  parts  of  the  coun- 
try, people  are  taking  the 
Hoxsey  medicines  in  the  be- 
lief that  they  may  be  an  ef- 
fective treatment  for  cancer. 
Friends  and  relatives  of  can- 
cer victims  frequently  query 
local  physicians  concerning 
this  treatment.  You  may 
wish  to  publish  information 
about  this  case  so  that  phys- 
icians will  have  the  facts  at 
hand  concerning  these  drugs, 
in  the  event  of  such  inquiries. 

Court's  View 

The  following  important 
principles  are  laid  down  in 
the  Circuit  Court  opinion, 
based  on  testimony  by  can- 
cer experts. 

1.  “there  is  only  one  re- 
liable and  accurate  means  of 
determining  whether  what  is 
thought  to  be  cancer  is,  in 
truth  and  fact,  actually  can- 
cer. This  requires  a biopsy, 
a miscroscopic  examination 
of  a piece  of  tissue  removed 
from  the  infected  and  di- 
seased region.” 

2.  the  opinion  of  a layman 
as  to  whether  he  has,  or  had, 


cancer,  or  a like  opinion  as 
to  whether  he  has  been  cured 
and  no  longer  bears  the  di- 
sease, if,  in  fact,  it  ever  act- 
ually existed,  is  entitled  to 
little,  if  any,  weight.” 

3.  despite  the  vast  and  con- 
tinuous research  which  has 
been  conducted  into  the  cause 
of,  and  possible  cure  for,  can- 
cer the  aggergate  of  medical 
experience  and  qualified  ex- 
perts recognize  in  the  treat- 
ment of  internal  cancer  only 
the  methods  of  surgery,  .X- 
ray,  radium  and  some  of  the 
radio-active  by-products  of 
atomic  bomb  production.” 

4.  Upon  such  subjects  a 
Court  should  not  be  so  blind 
and  deaf  as  to  fail  to  see,  hear 
and  understand  the  import 
and  effect  of  such  matters  of 
general  public  knowledge  and 
acceptance,  especially  where 
they  are  established  by  the 
overwhelming  weight  of  dis- 
interest testimony.” 

The  Hoxsey  Clinic  is  lo- 
cated in  Dallas,  Texas,  and 
ships  its  drugs  to  patients  in 
many  other  States.  Accord- 
ing to  the  unanimous  opinion 
of  the  Court  of  Appeals,  con- 
sisting of  Judges  Russell, 
Hutcheson,  and  Rives,  “the 
overwhelming  weight  of  the 
credible  evidence  requires  a 
conclusion  that  the  represen- 
tation that  the  Hoxsey  liquid 


medicines  are  efficacious  in 
the  cure  of  cancer  is  false 
and  misleading.  The  evidence 
as  a whole  does  not  support 
the  finding  of  the  trial  Court 
that  ‘some  it  cures,  and  some 
it  does  not  cure,  and  some  it 
relieves  somewhat.’  ” 


MEDICAL  BODY  WILL 

AID  USD  STUDENTS 

Arrangements  to  provide 
student  loans  for  South  Da- 
kota University  medical 
school  enrollees  who  would 
need  help  in  completing  their 
medical  educations  at  the 
School  were  made  by  the 
South  Dakota  Medical  School 
Endowment  Association 
board  of  directors  at  its  reg- 
ular fall  meeting  in  Huron. 

According  to  Dr.  W.  E.  Sax- 
ton, Huron,  president  of  the 
endowment  association,  loans 
will  be  limited  to  $500  to  any 
individual  student.  A com- 
mittee of  two  members  of  the 
board  will  approve  recom- 
mendations for  loans  after 
they  are  presented  by  the 
dean  of  the  medical  school. 
The  committee,  not  yet 
named,  will  determine  the 
amount  of  the  loan  and  con- 
ditions under  which  it  will 
be  repaid. 

The  endowment  association 
named  Dr.  Walter  Hard,  dean 
of  the  medical  school,  as  sec- 
retary-treasurer to  fill  out  a 
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vacancy  in  that  position  for 
the  remainder  of  the  year. 

The  association  also  plans 
to  provide  funds  for  research 
at  the  University  in  the 
future  after  inauguration  of 
the  loan  fund  program. 


HURON  DOCTOR 
HEADS  CANCER 
SOCIETY 

Hans  Jacoby.  M.D..  Huron, 
South  Dakota,  has  been 
named  President  of  the  South 
Dakota  chapter  of  the  Amer- 
ican Cancer  Society. 

The  election  of  officers  was 
held  in  Huron,  September  15. 
Reports  read  at  the  meeting 
indicated  that  the  State 
chapter  spent  a total  of  $36,- 
838  during  the  last  year  for 
its  state  program  including 
Cancer  Education,  Research 
and  Service. 


I NEWS  NOTES 

Dr.  J.  A.  Ledogar,  has  esta- 
blished practice  at  Chester 
taking  over  the  practice  of 

Dr.  L.  E.  Jordan  who  passed 

away  two  years  ago. 

* * 

Dr.  Charles  R.  Price  has  es- 
tablished practice  in  Cham- 
berlain. 

* * * 

Dr.  E.  G.  Harris  of  Marion, 
Illinois  will  take  over  the- 
practice  of  Dr.  Hamlin  Gra- 
ham at  Chamberlain.  Dr. 
Graham  has  moved  to  Bil- 
lings, Montana. 


DR.  SPIRY  ATTENDS 
WMA  IN  ATHENS 

Dr.  A.  W.  Spiry,  Mobridge, 
vice  president  of  the  State 
Medical  Association  attended 
the  World  Medical  Associa- 
tion meeting  in  Athens, 
Greece  from  October  11  to 


17th.  He  combined  his  visit 
to  the  WMA  meeting  with 
stops  at  surgical  clinics  in 
Switzerland,  Germany,  Eng- 
land, France,  and  Italy.  Dr. 
Spiry  plans  to  return  to  the 
United  States  on  October 
27  making  an  overall  trip  of 
six  weeks. 


S.  DAK.  REPRESENTED 

AT  CHICAGO  PR  MEET 

John  C.  Foster,  Executive- 
Secretary  of  the  State  Med- 
ical Association  represented 
the  State  of  South  Dakota  at 
the  AMA  Public  Relations 
Conference  which  was  held 
at  the  Edgewater  Beach 
Hotel  in  Chicago. 

On  the  program  were  talks 
by  Leo  E.  Brown,  Director  of 
Public  Relations  in  the  AMA 
and  Marvin  Bradley,  Bar- 
rington, Illinois,  who  is  the 
artist  drawing  Rex  Morgan, 
M.D.  The  rest  of  the  two-day 
session  was  taken  up  in 
panels  which  used  as  their 
subjects;  “Practical  Ways  to 
Increase  Physician  Partici- 
pation in  Society  Activities” 
“Should  The  Code  of  Ethics 
Be  Modernized  to  Bring 
About  Better  Relations  Be- 
tween Mass  Medium  in  the 
Medical  Profession”  “How  to 
Develope  The  Best  Working 
Relationship  Between  The 
Medical  Profession  and  Press 
Radio  Television”  “Tips  To 
The  Medical  Profession  In 
Working  With  Community 
Groups”  and  “Strengthening 
Medical  Society  Public  Serv- 
ice Activities.” 

The  meeting  broke  up  the 
second  afternoon  with  the 
clinics  on  Field  Service, 
Radio  and  TV  programing 
and  news  letter  editing.  The 
people  in  attendance  were 
mainly  public  relations  ex- 


ecutives, executive-secre- 
taries of  state  and  county  as- 
sociations and  public-rela- 
tions chairman  from  a num- 
ber of  state  medical  associa- 
tions. 


12th  DISTRICT  MEDICAL 
SOCIETY  MEETS 

A meeting  of  the  12th  Dis- 
trict Medical  Society  was 
held  at  the  Country  Club  at 
Milbank,  South  Dakota  on 
Thursday,  Sept.  11,  1952. 

A movie  was  shown.  Doc- 
tor Duncan  gave  an  informal 
talk  on  “Injection  Treatment 
of  Hemorrhoids.” 

The  Ladies  Auxiliary  met 
at  the  home  of  Mrs.  E.  A. 
Johnson. 


VA  SETS  COURSES 
IN  NP  FIELDS 

The  Veterans  Administra- 
tion is  instituting  a four- 
month  intensive  training 
course  in  psychiatry  and 
neurology  to  fit  the  needs  of 
physicians  without  such  pre- 
vious training  who  are  as- 
signed to  duty  in  22  pre- 
dominantly psychiatric  hos- 
pitals. Physicians  who  have 
been  engaged  in  general 
practice  may  request  this 
training  upon  applying  for  a 
position  at  one  of  these  hos- 
pitals. 

The  course  will  be  held  at 
the  VA  Hospitals  in  Coates- 
ville,  Pennsylvania;  Palo 
Alto,  California;  and  a joint 
Downey-Hines,  Illinois,  pro- 
gram near  Chicago,  Illinois. 
Physicians  will  be  employed 
at  salaries  commensurate 
with  their  training  and  ex- 
perience (salary  range:  $5,- 
500  to  $11,800  per  annum)  and 
assigned  to  the  course  with 
travel  and  per  diem  for  the 
four-month  period. 


— 294  — 


OCTOBER  1952 


Information  and  applica- 
tions may  be  obtained  from 
your  nearest  VA  Hospital  or 
Regional  Office,  or  by  writ- 
ing to  the  Chief  Medical  Di- 
rector, Veterans  Administra- 
tion Central  Office,  Washing- 
ton 25,  D.  C. 


CHEST  DISEASE 

GROUP  TO  MEET 

The  Fifth  Annual  Post- 
graduate Course  on  the  Re- 
cent Advances  in  Diseases  of 
the  Chest,  sponsored  by  the 
Council  on  Postgraduate 
Medical  Education  and  the 
New  York  State  Chapter  of 
the  American  College  of 
Chest  Physicians,  will  be 
presented  at  the  Hotel  New 
Yorker,  New  York  City,  No- 
vember 10-14,  1952. 

This  course  is  open  to  all 
physicians,  but  the  registra- 
tion will  be  limited.  Tuition 
fee  is  $50.00;  applications  will 
be  accepted  in  the  order  in 
which  they  are  received. 

A copy  of  the  prospectus 
together  with  an  application 
form  can  be  secured  from 
the:  Executive  Director, 
American  College  of  Chest 
Physicians,  112  East  Chest- 
nut St.,  Chicago  11,  Illinois. 

This  course  has  been  ap- 
proved for  credits  by  the 
American  Academy  of  Gen- 
eral Practice. 


WHITAKER-BAXTER 
FINISH  WORK  AT  AMA 

Organization  of  a National 
Professional  Committee  for 
Eisenhower  and  Nixon, 
which  will  seek  to  enlist 
thousands  of  physicians,  den- 
tists, lawyers,  engineers,  ac- 
countants, pharmacists  and 
other  professional  men  and 
women  in  an  aggressive,  bi- 
partisan drive  for  the  elec- 


tion of  the  Republican  nom- 
inees for  President  and  Vice- 
President,  was  announced  re- 
cently by  Dr.  Elmer  L. 
Henderson  of  Louisville, 
Kentucky,  who  will  serve  as 
Chairman  of  the  Committee. 

Dr.  Henderson,  a past 
president  of  the  American 
Medical  Association,  was 
joined  by  two  other  past 
presidents  of  AMA,  Dr. 
Ernest  E.  Irons  of  Chicago 
and  Dr.  John  W.  Cline  of  San 
Francisco,  as  Vice  Chairmen 
of  the  new  Eisenhower-Nixon 
organization.  Vice  Chairmen 
representing  other  profes- 
sions on  the  Committee  in- 
clude Harold  J.  Gallagher  of 
New  York,  past  president  of 
the  American  Bar  Associa- 
tion; Dr.  Clyde  E.  Minges  of 
Rocky  Mount,  North  Caro- 
lina, past  president  of  the 
American  Dental  Associa- 
tion; Robert  Lincoln  McNeil 
of  Philadelphia,  past  presi- 
dent of  the  American  Phar- 
maceutical Manufacturers’ 
Association;  Sidney  L.  Stolte 
of  St.  Paul,  Minn.,  past  presi- 
dent of  the  National  Society 
of  Professional  Engineers  and 
John  F.  Forbes  of  San  Fran- 
cisco, past  president  of  the 
American  Institute  of  Ac- 
countants. 

Clem  Whitaker  and  Leone 
Baxter,  who  directed  Amer- 
ican medicine’s  successful 
campaign  against  Compul- 
sory Health  Insurance,  will 
serve  as  campaign  directors 
of  the  Eisenhower-Nixon  pro- 
fessional committee’s  drive. 
Dr.  Henderson  announced. 
The  Committee’s  National 
Headquarters  will  be  at  1 
North  La  Salle  Street, 
Chicago. 

To  clear  the  decks  for  their 
participation  in  the  Presi- 
dential campaign.  Dr.  Hend- 


erson announced  that  he  has 
resigned  as  Chairman  of  the 
AMA  Coordinating  Com- 
mittee, which  has  supervised 
the  four-year  campaign 
against  socialized  medicine, 
and  that  Whitaker  & Baxter 
have  resigned  as  AMA’s  cam- 
paign directors  and  public 
relations  counselors. 


PG  COURSES 

SET  IN  NEBRASKA 

The  Second  Annual  Re- 
gional Postgraduate  Courses 
sponsored  by  the  Speakers 
Bureau  Committee  of  the  Ne- 
braska State  Medical  Asso- 
ciation will  be  held  in  one 
day  sessions  in  Scottsbluff, 
November  17;  North  Platte, 
November  18;  McCook,  No- 
vember 19;  Grand  Island,  No- 
vember 20;  Norfolk,  Novem- 
ber 21;  and  Beatrice,  Novem- 
ber 22. 

The  meetings  are  sched- 
uled from  1:30  to  9:30  p.  m. 
and  will  take  up  Heart,  Can- 
- cer.  Pediatrics,  Chest  Di- 
seases & Hematology  which 
will  be  the  program  at  each 
meeting. 

The  guest  faculty  will  be 
made  up  of  James  M.  Baty, 
M.D.,  Tufts  College  Medical 
School;  Bruce  Douglas,  M.D., 
Mayo  Foundation;  Harry  F. 
Southwick,  M.D.,  Chicago; 
Claude  S.  Wright,  M.D.,  Ohio 
State  University. 

The  Postgraduate  Courses 
are  recognized  for  credit  by 
the  American  Academy  of 
General  Practice. 

Any  South  Dakota  phys- 
icians wishing  to  attend  the 
meeting  should  contact  Mr. 
M.  C.  Smith,  Executive  Sec- 
retary of  the  Nebraska  State 
Medical  Association,  at  1315 
Sharp  Bldg.,  Lincoln  8,  Ne- 
braska, within  the  next  week. 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  De  Walle,  Editor 


ADDRESS  OF  THE  PRESIDENT 

A.  O.  Bittner,  Aberdeen,.  South  Dakota 


Mr.  Chairman,  Officers  and  Members  of 
The  South  Dakota  Pharmaceutical  Associa- 
tion and  Guests: 

It  is  my  great  pleasure  and  honor  for  me 
to  preside  as  president  at  this  Sixty-Sixth 
Annual  Convention  of  The  South  Dakota 
Pharmaceutical  Association.  Five  years  ago 
in  May  of  1947  this  association  had  this  annual 
convention  held  in  your  city  with  our  popular 
pharmacist  Ted  Hustead  presiding  as  presi- 
dent. At  that  time  Aberdeen  held  the  des- 
tinction  of  being  the  second  largest  city  in 
our  State.  But  in  this  short  interim  to  date, 
something  happened  which  I cannot  diagnose 
accurately,  whether  it  was  the  outgrowth  of 
that  convention  happenings,  or  whether  other 
elements  of  progress  and  growth  joining  with 
the  operations  of  the  census  takers  were  the 
factors  which  reduced  Aberdeen’s  second 
status  to  a third  place  rating.  Of  course  we 
Aberdeen  druggists  have  been  much  con- 
cerned since,  and  we  are  not  to  well  pleased 
to  have  this  honor  taken  away  from  us. 

In  fact  our  research  staff  is  struggling  daily 
in  many  ways  to  regain  this  lost  second  place 
rating,  so  I warn  you  Rapid  City  druggists 
that  a challenge  prevails  until  the  next  cen- 
sus is  taken. 

Observing  at  this  time  our  early  registra- 
tions and  the  suitable  time  selected  for  this 
convention  to  be  held,  I conclude  that  it  will 
be  one  of  the  best,  and  maybe  the  best  at- 
tended in  the  history  of  our  conventions.  In 
looking  over  the  program  of  scheduled  events, 
both  educational  and  social,  I am  convinced 
that  no  member  of  this  association  can  afford 
to  be  absent. 

In  my  message  to  you  as  president  of  this 
association  during  the  past  year,  I want  to 
mention  briefly  some  of  the  accomplishments. 


Presented  at  the  Annual  Meeting  of  the  South 
Dakota  Pharmaceutical  Association,  Rapid  City. 


and  also  some  of  the  projects  which  are  in  the 
iniative  stage  designed  for  our  general  asso- 
ciation welfare. 

1.  At  our  first  executive  meeting  Mr.  Chan 
Shirley  and  myself  were  delegated  to  attend 
the  N.A.R.D.  convention  held  in  Minneapolis 
October  14th  thru  18th  1951.  This  joint  re- 
port is  given  in  complete  detail  as  a report  of 
the  delegates  to  the  N.A.R.D.  Convention  to 
be  given  later. 

2.  At  our  June  14th,  1951  meeting  also,  our 
long  desired  plan  to  enlarge  the  devision  of 
pharmacy  at  State  College  was  considered. 
Again  a special  appropriation  of  $100,000  by 
the  incoming  legislature  of  1953  was  our  goal. 
A plan  of  action  was  designed  and  undertaken 
and  all  of  you  are  aware  of  the  petitions  that 
you  signed  in  this  behalf  to  be  used  by  our 
legislative  committee.  These  petitions  still 
may  have  a lot  of  value  if  needed,  however 
other  things  have  happened  which  were  in 
the  nature  of  a surprise  and  may  replace  our 
plan  of  a special  legislative  act. 

A meeting  of  a committee  representing  our 
association  and  the  board  of  pharmacy  was 
arranged  with  the  President  J.  W.  Headley 
of  State  College  on  April  22nd,  1952.  The  pur- 
pose was  “Our  Future  Division  of  Pharmacy 
Welfare  at  State  College”.  Our  cause  was  ably 
presented  with  capable  designed  plans  out- 
lined by  Dean  F.  J.  LeBlanc  and  other  mem- 
bers. We  met  with  an  unexpected  answer 
from  the  president  Mr.  Headley,  who  had  al- 
ready analyzed  our  division  of  Pharmacy 
needs.  He  made  known  to  us  the  added 
allocated  space  on  the  main  floor  of  the 
administration  building,  joining  our  other 
segments  of  the  division  of  pharmacy  to 
answer  all  needs  for  additional  space.  Then 
he  assured  the  available  funds  needed  for  re- 
modeling and  some  of  the  equipment  needs. 
This  work  is  to  be  undertaken  in  early  July 
of  this  year.  He  then  submitted  a plan  to  pro- 
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vide  for  the  extra  equipment  needs  to  be  in- 
corporated  in  the  general  appropriations 
needs  for  State  College.  He  assured  us,  that 
as  long  as  he  is  president,  that  our  Division  of 
Pharmacy  at  State  College  is  going  to  rank  as 
one  of  the  best  and  strive  to  be  the  best 
among  any  of  our  adjoining  states.  Our  com- 
mittee extended  our  fullest  cooperation  to 
achieve  this  goal.  At  this  time  I also  want  to 
mention  that  our  accreditment  as  a Class  A 
Pharmacy  School  has  been  restored  to  us,  you 
know  that  we  lost  this  rating  which  Dean  Le- 
Banc  will  comment  on  in  the  proceeding  of 
this  convention. 

At  the  October  28th  meeting  of  our  execu- 
tive meeting,  the  matter  of  pharmacists  of  our 
state  taking  an  active  interest  in  the  Animal 
Health  Program,  pertaining  to  Brucellosis 
Vaccination  was  discussed  and  approved.  This 
plan  was  submitted  to  the  Livestock  Sanitary 
Board  and  approved.  As  a result  thereof  cer- 
tificates of  purchase  of  the  Brucella  Abortus 
Vaccine  were  printed  and  a pad  of  same  was 
distributed  to  all  drug-store  members  of  the 
commercial  and  legislative  of  our  association 
with  instructions  of  use  thereof.  I do  not 
know  to  date  how  deligent.  you  pharmacists 
are  in  using  these.  I firmly  believe,  that  this 
cooperation  given  the  Animal  Health  Depart- 
ment to  substantiate  evidence  of  vaccination, 
the  the  livestock  raiser  can  use,  will  be  the 
acceptable  method  preferred  by  the  livestock 
raiser.  So  it  is  up  to  us  to  do  a good  job. 
Remember  with  each  sale  of  Brucella  Abortus 
Vaccine  give  the  purchaser  this  certificate 
and  regularly  file  with  the  County  Agent  the 
copy. so  designated  for  record.  This  can  mean 
so  much  to  the  future  growth  of  our  Animal 
Health  Department  in  our  drug-stores,  espec- 
ially to  the  stores  in  the  urban  livestock  rais- 
ing areas. 

In  the  March  30th  1952  executive  meeting 
the  annual  convention  program  and  dates  of 
meeting  were  approved.  Welles  C.  EerNisse 
our  convention  local  secretary  attending. 
Also,  the  present  status  of  the  Fair  Trade 
(McGuire  Bill)  was  discussed.  I believe  that 
every  druggist  had  done  his  part  to  make 
known  to  our  representatives  in  congress  the 
urgent  need  to  preserve  our  State  Fair  Trade 
Act.  This  organized  effort  was  initiated  and 
carried  out  in  detail  thru  the  splendid  work 
done  by  Chan  Shirley  our  incoming  presi- 
dent. Later,  we  welcomed  the  grand  news 


that  on  May  8th  at  2:10  P.  M.  the  McGuire 
H.R.  5767  Bill  as  designed  by  the  committee 
in  the  House  of  Representatives,  The  Inter- 
state & Foreign  Commerce  Committee  was 
approved  by  the  House  by  a 196  to  10  vote. 
This  was  a splendid  endorsment  of  the  merits 
of  this  needed  legislation,  to  restore  the  values 
of  the  Fair  Trade  acts  existing  in  the  45 
States.  Of  course  our  work  is  not  done  and  we 
must  carry  on  this  same  program  of  volume 
action  to  our  Senators,  and  then  to  the  Presi- 
dent to  achieve  the  desired  goal.  My  hope  is 
that  this  accomplishment  can  be  a reality  at 
this  convention  time. 

FAIR  TRADE  PRACTICES  IN  OUR  STATE 
Of  course  the  teeth  of  Fair  Trade  law  en- 
forcement were  extracted  when  the  ruling  of 
the  Supreme  Court  held  the  non-signor  clause 
invalid.  Nevertheless  all  of  us  as  pharmacists 
knew  that  the  principles  and  values  of  Fair 
Trade  are  the  ones  that  we  so  ardously  fought 
for  in  the  late  ’20-s  and  part  of  the  ’30-s.  And 
we  were  so  pleased  when  our  S.  D.  Fair  Trade 
Act  became  law  in  1937.  Now  to  have  some 
of  our  association  members  in  a willful  man- 
ner sell  these  principles  down  the  river,  by 
deliberately  selling  Fair  Traded  Items  below 
the  Minimum  Price,  led  me  to  undertake  an 
action  tn  have  this  stopped  and  discouraged 
among  our  group.  I am  sure  that  the  sound 
reasoning  of  these  operators  was  very  poor 
when  they  undertook  this  practice.  At  the 
same  time,  on  account  of  this  happening  our 
entire  association  received  a demerit  among 
other  retail  groups  who  continue  to  believe 
in  the  principles  of  Fair  Trade.  Therefore  I 
deemed  it  necessary  to  have  a committee  of 
the  Board  of  Pharmacy  interview  these  opera- 
tors, to  make  known  to  them  the  injury  that 
they  are  doing  to  each  and  every  one  of  us. 
This  meeting  with  them  was  effective  and  I 
believe  to  date  business  practices  in  our  group 
are  not  too  bad.  However  we  should  remain 
vigilant  and  protect  our  own  common  wel- 
fare. We  should  not  in  any  way  tolerate 
practices  by  a few  who  aim  to  injure  our  en- 
tire family.  Legal  remedies  may  not  be  avail- 
able now,  but  there  are  ways  to  correct  acts 
of  injury  by  a few  to  the  many.  Let  our 
united  stand  among  all  of  us  remain  firm  in 
the  established  values  of  Fair  Trade.  Let  us 
mark  time  in  a militant  manner  with  100% 
obser'^'ance,  until  our  pending  McGuire  bill 
5767  L*';  enacted  into  law. 
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The  Great  Problem  of  Pharmacy  Law 
Observance 

We  are  expending  annually  a great  sum  of 
money  for  inspection  work  for  the  purpose  to 
maintain  law  observance.  The  present  in- 
spector system  has  prevailed  continously  in 
the  life  of  this  association.  I do  believe  that 
the  effeciency  of  this  inspection  work  can  be 
improved  without  any  greater  expense  in- 
curred. It  is  not  easy  for  one  to  find  fault 
and  criticize,  but  I do  believe  that  the  most 
of  us  feel  that  we  should  be  more  attentive  in 
having  our  pharmacy  laws  observed.  It  ap- 
pears that  our  operators  of  Patent  Medicine 
and  Household  Remedy  licenses  do  not  ad- 
here rigidly  to  the  products  that  they  are  per- 
mitted to  sell.  I need  not  mention  any  of  the 
many  violations  that  are  going  on.  It  seems 
that  our  present  plan  of  policing  is  of  not 
much  value,  and  I would  advise  using  a dif- 
ferent system  or  plan.  I have  one  in  mind 
which  I will  submit  to  the  panel  group  for 
consideration  and  study.  If  their  approval  is 
suggested  in  the  report  of  this  panel,  further 
evaluation  of  same  will  be  given  by  the  reso- 
lutions committee. 

The  Plan  in  Substance 

That  the  Board  of  Pharmacy  appoint  an- 
nually a number  of  registered  pharmacists  in 
the  larger  cities,  as  Sioux  Falls,  Rapid  City, 
Aberdeen,  Huron,  Watertown,  Brookings  and 
Madison  and  others  where  so  deemed  neces- 
sary. This  chosen  pharmacist  in  each  city  to 
be  recognized  as  a deputy  inspector,  or  a per- 
son who  will  gladly  assist  the  Chief  Drug  In- 
spector in  the  work.  His  functions,  to  consist 
of  the  general  help  which  the  Board  may 
delegate  to  him  to  perform,  to  speed  the 
effeciency  of  the  Drug-Inspector  when  he 
visits  this  area.  I also  know  that  the  neighbor 
pharmacists  will  gladly  give  all  of  the  assis- 
tance to  this  deputy  inspector.  I am  convinced 
that  much  good  can  come  from  this  plan.  I 
see  no  reason  why  it  should  not  be  given  a 
trial. 

PHARMACY  IN  THE  TEAM  OF  PUBLIC 
HEALTH 

Our  profession  has  a member  in  the  State 
Department  of  Health.  What  are  we  doing  in 
the  practice  of  pharmacy  in  our  State  in  the 
continued  interest  of  public  health  to  main- 
tain this  recognition?  Are  we  doing  just  a 
little  part  in  every  city  or  community  to  aid 
the  city  or  county  health  departments?  If  so 


I am  not  aware  of  it,  except  for  Rapid  City 
who  has  a druggist  member  on  the  Board  of 
Health  Council.  I urge  that  all  of  us  give  this 
a little  thought.  Is  there  any  reason  why 
every  city  or  county  board  of  health  should 
not  have  a druggist  member  represented?  I 
predict  that  a druggist  can  accomplish  much 
in  the  public  health  service.  It  may  call  for 
a certain  amount  of  voluntary  service  in  the 
beginning,  but  I can  see  only  a healthy  and 
profitable  future  for  pharmacy  in  partici- 
pating in  this  service.  I would  also  suggest 
that  our  member  on  the  State  Department 
of  Health  submit  to  these  annual  conventions 
an  annual  report. 

Our  Own  State  Pharmacy  Booth  Diplay  at 
Every  State  Medical  Convention. 

It  is  my  sincere  belief  that  much  fruit  can 
come  to  pharmacy  welfare,  by  annually  hav- 
ing such  an  exhibit  at  the  State  Medical  Con- 
vention. This  should  be  a project  under- 
written by  the  association  each  year,  and  I 
believe  that  the  commercial  section  of  the  as- 
sociation should  sponsor  this  expense.  The 
Division  of  Pharmacy  at  State  College  should 
plan  this  exhibit  in  conjunction  with  the  local 
committee  of  our  association  druggists  in 
which  the  medical  convention  is  held.  I 
further  suggest  that  the  Chairman  of  the  com- 
mercial and  legislation  section  supervise  this 
entire  work,  and  in  his  annual  report  com- 
ment on  the  nature  of  the  display,  its  ap- 
proval or  disapproval  by  physicians.  From  it 
I am  sure  that  we  can  evaluate  a closer  rela- 
tionship with  the  medical  profession  in  a 
manner  that  may  surprise  the  most  of  us.  I 
know  that  when  the  last  medical  convention 
was  held  in  Aberdeen,  I had  many  physicians 
come  to  me  and  ask  and  ask  “Why,  did  not  the 
druggists  have  a booth  display?”  I believe 
that  our  Division  of  Pharmacy  at  State  Col- 
lege could  do  a splendid  job  to  publicize  each 
year  the  many  newer  professional  practices 
that  pharmacy  gives  to  the  medical  practice. 

SELF  SERVICE  MERCHANDISING 
IN  THE  DRUG  STORE 

This  motivating  factor  to  activate  ad- 
ditional sales  in  drug-store  merchandising  has 
been  a topic  of  much  concern  for  the  druggists 
in  the  retail  field.  Many  druggists  have  al- 
ready followed  plans  of  installing  the  modern 
designed  wall  fixtures  and  the  island  display 
units  to  completely  meet  this  proposed  and 
desired  change  in  merchandising  practices. 
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which  is  to  meet  and  more  comfortably  satisfy 
the  purchasing  of  our  customers  for  drug 
store  merchandise, 

I have  not  had  too  many  reports  on  the 
ultimate  indorsement  of  real  value  repre- 
sented in  figures  of  net  profit  extra  at  the 
years  end  operations.  I can  vision  that  stores 
who  have  ample  room,  that  a part  of  the  mer- 
chandise suitable  for  self-service  can  and 
should  be  made  available  to  the  customer 
shopper  on  well  displayed  merchandising 
units.  This  practice  in  most  stores  has  al- 
ready been  adopted.  But  a number  of  us  still 
have  show-cases,  which  we  do  not  like  to 
part  with.  In  same  we  like  to  display  and 
keep  merchandise,  which  I do  not  need  to 
mention,  requires  special  care  to  keep  this 
merchandise  in  a first  class  condition,  un- 
blemished with  fingermarks  or  soiled  in  any 
way.  Much  of  this  merchandise  consists  of 
gift  items,  which  must  meet  the  demands  of 
our  drug-store  gift  buyers.  They  want  this 
quality  of  gift  items  not  handled  by  everyone 
and  marked  with  handling  blemishes.  I must 
caution  that  we  do  use  judgment  in  our  self- 
service  merchandising  undertaking.  We  can- 
not copy  tactics  of  selling  established  by  the 
super-markets,  who  maybe  have  80%  of 
their  merchandise  suitable  for  self-service. 
Drug-store  merchandise  is  considerably  dif- 
ferent, and  we  must  analyze  completely  our 
careful  selling  methods  as  they  apply  to  this 
type  of  products.  We  must  use  exclusive 
methods  typical  of  our  professional  training 
to  retain  the  desire  of  the  buying  public  to 
seek  our  channels  for  that  unique  and  quality 
merchandise  which  they  hope  to  find  in  the 
drug-store.  Also  we  must  not  over-look  the 
fact  that  so  many  of  our  customers  when  they 
enter  the  drug-store,  they  are  in  a hurry,  they 
want  one  or  two  items  quickly,  they  may  have 
their  car  double-parked,  they  do  not  cater  to 
basket  or  cart  service  for  shopping  conven- 
ience, they  want  a clerk  quick  and  to  wait  on 
them,  and  this  drug  store  quick  service  is  so 
important  to  them.  Are  we  going  to  sacrifice 
this  service  for  the  cumbersome  basket  and 
cart  service  with  a check-out  counter  to  wait 
their  turn.  And  how  about  our  good-looking 
attractive  drug  clerks,  have  they  no  more 
value  in  the  drug-store  customer  contact?  Are 
we  no  more  concious  of  the  so  many  cus- 
tomers who  prefer  to  go  to  that  drug-store  be- 
cause they  have  a favorite  clerk  or  pharmacist 


that  they  choose  to  have  wait  on  them. 

I do  believe,  that  we  should  be  mostly  con- 
cerned with  that  snappy  drug-store  service 
with  ample  well  qualified  sales  persons  on 
their  toes  to  help  this  customer  in  his  pur- 
chasing with  a know-how,  that  he  will  al- 
ways want  to  come  back  to  that  certain  drug- 
store where  he  can  have  this  service. 

In  conjunction  with  the  above  described 
methods  of  selling,  let  me  caution  each  and 
everyone:  TO  KEEP  ALL  DRUGS.  MED- 
ICINES AND  POISONS  from  being  displayed 
on  these  self-service  counters  in  a way,  that 
a customer  can  help  himself.  We  will  lose 
that  product  immediately  to  other  self-service 
counters.  It  is  dangerous.  Any  product  which 
requires  the  professional  service  of  a phar- 
macist in  the  sale  there-of,  must  be  handled 
for  sale  in  a manner  such  that  it  is  not  classi- 
fied as  a self  service  item.  This  is  so  im- 
portant to  preserve  our  professional  interest 
in  human  and  animal  health,  and  the  sale  of 
these  products  will  remain  ours,  if  we  exer- 
cise this  cautious  operation.  In  the  State  of 
California,  already  this  practice  is  carefully 
observed,  and  no  sales  person  other  than  a 
pharmacist  performs  the  sale  of  these  prod- 
ucts to  the  customer.  Let  us  at  once  fall  in 
line  with  the  same  observance.  We  are  des- 
tined to  lose  many  of  these  drug-store  prod- 
ucts to  other  channels  of  selling  if  we  become 
careless  in  our  operating  methods. 

THE  DRUG-STORE  AND  THE  MAGAZINE 
AND  COMIC  SALES 

Many  of  us  sell  magazines  and  comic  books. 
The  drug-store  has  been  a desired  source  to 
get  this  class  of  reading  material,  but  with  it 
also  goes  certain  responsibilities  to  the  read- 
ing adults  and  youth.  We  have  not  been  too 
careful  to  scrutinize  the  quality  of  periodicals 
which  may  be  consigned  to  our  display  racks 
for  sale.  Surely  we  do  not  want  to  be  accused 
of  selling  indecent  literature  and  dangerous 
comics  which  are  classified  as  objectionable 
to  any  person  or  child.  Let  us  keep  our  mag- 
azine racks  clean.  May  I mention  the  recent 
action  taken  by  the  Minnesota  Pharmaceu- 
tical Association  to  join  in  the  action  to  fight 
any  display  or  sale  of  these  objectionable  or 
questionable  peroidicals  or  dangerous  comics 
from  our  magazine  racks.  Let  our  association 
members  also  indorse  this  undertaking. 

THE  HIGH  QUALITY  OF  GOOD  PUB- 
LICITY GIVEN  TO  THE  DRUGGISTS  BY 
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RECENT  EDITORIALS  WHICH  HAVE  AP- 
PEARED IN  THE  COSMOPOLITAN  AND 
AMERICAN  MAGAZINES. 

All  of  us  have  read  these  fine  articles  eval- 
uating our  true  professional  practice  given  to 
the  public  in  our  daily  drug-store  schedule 
of  work.  They  have  stressed  the  real  value 
of  a pharmacist  in  the  family  life  of  every 
community.  They  also  informed  the  readers 
of  the  so  many  services  performed  by  the 
pharmacists  in  the  needs  of  health  education 
absolutely  without  service  charge  given  daily 
in  the  customer  contacts.  Not  the  type  of  pub- 
licity which  has  injured  the  practice  of  phar- 
mancy  as  we  have  experienced  in  the  past 
from  so  many  sources.  Let  us  by  resolution 
indorse  the  continuance  of  this  fine  work. 
And  in  the  so  many  ways  that  we  have  and 
can  use,  let  us  make  known  to  the  publishers 
our  appreciation. 

THE  DURHAM-HUMPHREY  LAW 

This  law  since  becoming  effective  last  April 
26th  is  not  meeting  with  too  much  hardship  in 
the  daily  physician-pharmacist-customer  op- 
eration. It  is  doing  the  job  intended  to  do.  I 
have  already  noticed  the  more  attention  given 
by  the  customer  to  drugs  that  can  be  sold  on 
prescription  only  and  with  authority  to  refill 
if  such  is  wanted.  I am  sure  that  within  an- 
other year  this  law  with  its  health  protection 
will  be  very  fruitful.  I also  see  no  needed 
federal  Barbiturate  legislation.  South  Dakota 
has  a good  Barbiturate  law  and  is  being  ob- 
served in  a very  careful  manner  by  our  phys- 
icians and  pharmacists.  Our  state  has  kept 
itself  clean  from  the  misuses  of  these  drugs. 
The  Durham-Humphrey  law  will  also  give 
added  assistance  in  preventing  barbiturate 
addiction  as  the  physicians  authority  for  con- 
inued  use  must  at  all  times  be  obtained  by  the 
pharmacist  as  suppliers. 

"Our  South  Dakota  Journal  of  Medicine 
and  Pharmacy  Monthly  Publication." 

I urge  the  continued  participation  in  a more 
active  manner  by  our  editorial  staff,  I have 
tried  to  give  same  an  added  stimulus  with 
articles  of  interest  to  the  readers  as  appeared 
each  issue  on  the  “President’s  Page.”  I be- 
lieve that  the  general  news  section  can  be 
given  a little  boost.  This  can  be  done  in  an 
effective  manner  by  having  the  team  of  cap- 
tains chosen  by  Mr.  Shirley  the  past  year, 
also  take  on  this  little  job  of  monthly  sending 
in  prevailing  news  items  from  the  various 


areas,  I also  urge  that  the  student  pharmaceu- 
tical society  of  the  Division  of  Pharmacy  at 
State  College  each  month  give  us  a column 
in  this  journal.  This  has  been  arranged  for 
and  I believe  that  in  the  June  issue  this 
column  will  make  its  appearance.  I hope  that 
same  will  appear  regularly.  Then  also.  I hope 
that  some  plan  can  be  arranged  so  that  each 
pharmacist  in  the  State  will  receive  this  jour- 
nal. At  present  I believe  that  only  one  issue 
goes  to  the  stores  so  registered  with  the  com- 
mercial and  legislative  section  of  our  associa- 
tion and  to  individual  subscriptions.  I be- 
lieve that  the  distribution  of  this  journal 
should  go  to  each  registered  pharmacist. 

In  concluding,  I want  to  thank  the  member- 
ship of  this  association  for  having  given  to 
me  this  greatest  opportunity  in  my  pharmacy 
career  to  serve  you  as  your  president  this 
past  year. 

I want  to  also  make  known  in  behalf  of  the 
association  membership,  how  glad  and  grate- 
ful we  are,  to  all  of  the  speakers  personally 
appearing  on  this  convention  program.  I am 
sure  that  each  one  of  us  will  have  some  extra 
education  gained,  to  take  back  home  with  us 
and  make  use  thereof. 

We  also  annually  recognize  the  associate 
efforts  put  forth  by  our  Allied  Drug  Travelers 
who  assist  us  with  their  patronage  attendance. 
They  especially  provide  us  with  that  health 
prescription  of  entertainment  recreation,  so 
necessary  to  our  convention  walfare.  I hope 
that  we  will  always  have  them  with  us. 

Then,  our  greatest  appreciation  is  given  to 
the  members  of  the  local  committee  of  drug- 
gists who  have  planned  this  convention  for 
us  in  detail.  I will  read  their  names.  Secre- 
tary and  General  Chairman  Welles  C.  Eer- 
Nisse,  Program:  M.  C.  Beckers.  Convention 
Prizes  A.  J.  Olson,  Veterans  Luncheon,  H.  W. 
Mills,  Housing,  Leon  Hobart.  Entertainment, 
Geo.  Lehr  and  Les  Paulson,  Publicity.  Ken 
EerNisse,  Banquet,  Fred  Eickoff,  Registration, 
Maurice  Francis,  Auxiliary,  Florence  Beckers, 
Travelers,  R.  M.  Armstrong.  Their  work  done 
takes  a lot  of  time  and  effort,  and  we  can 
really  please  them  most  by  attending  every 
session  of  program  and  entertainment  promp- 
tly with  a 100%  attendance. 

I cannot  overlook  the  splendid  work  done 
by  our  publicity  committee  under  the  leader- 
ship of  Ted  Hustead.  I am  not  surprised  to 
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The  old  time,  genuine  dyed-in-the-wool  counter-pre- 
scriber  is  on  his  last  legs.  I don’t  mean  that  none  of  it  is  done 
anymore,  but  the  fellow  who  made  a genuine  practice  and 
business  of  it  is  on  the  way  out.  I don’t  mean  by  that,  either, 
that  we  don’t  sell  something  when  a customer  asks  for  help 
in  the  treatment  of  a common  cold,  athletes  foot  or  headache. 

I’m  referring  to  the  fellow  who  attempts  to  sell  something 
for  dizziness,  nausea,  night  sweats,  kidney  disorders,  and 
unusual  cold  and  head  pain  symptoms.  I once  worked  for  a 
man  (not  in  the  midwest)  who  went  so  far  as  to  number  the  preparations  he  sold  over  the 
counter,  and  he  backed  it  up  with  a separate  filing  system.  If  that  man  didn’t  get  some  serious 
repercussions  from  some  of  the  medication  he  put  out,  he  was  just  plain  lucky.  No  medical 
question  was  too  tough  for  him. 


There  is  some  counter-prescribing  going  on,  and  those  of  us  who  are  attempting  to  practice 
legitimate  Pharmacy,  should  make  every  effort  to  straighten  out  the  fellows  we  know  who 
are  stepping  out  of  bounds. 


Recently,  I had  a lady  stop  in  the  store  asking  me  how  to  use  some  penicillin  cartridges. 
The  fellow  who  sold  her  those  for  a cold  didn’t  even  think  enough  of  her  to  sell  her  an  aerohaler 
to  use  with  them,  or  give  her  any  instructions  whatever.  He  was  wrong  a thousand  ways  from 
Sunday. 

The  Durham-Humphrey  law  gives  us  a clear  cut  picture  of  what  we  can  and  what  we  can- 
not sell.  Let  us  stick  to  legitimate  practices. 

The  doctor  who  hands  out  samples  of  various  medications  does  not  help  the  situation.  If 
a patient  can  read  the  name  and  manufacturer,  he  naturally  assumes  it  is  safe  for  him  to  buy 
and  to  use  the  drug  indiscriminately. 

We  should  not  need  the  Durham-Humphrey  law  to  tell  us  where  to  go  and  what  to  do. 
If  all  of  us  in  the  various  healing  professions  would  study  our  Codes  of  Ethics,  or  if  more  of 
those  who  practised  before  us  had  studied  them  thoroughly,  we  might  not  be  burdened  with 
a lot  of  the  laws  and  regulations  we  complain  so  much  about  now. 

Ethics  are  something  that  might  be  analyzed  a bit  in  the  growing  trend  to  physician-owned 
pharmacies  in  clinics.  I dare  say  there  is  little  need  to  worry  about  the  patients  welfare  as  far 
as  procurement  of  medication  is  concerned,  in  a town  of  any  size  in  South  Dakota.  If  a group 
of  Doctors  decide  to  build  a clinic  and  the  prescription  output  is  at  all  prolific,  a Pharmacy 
will  sprout  near  them  in  short  order.  The  excuse  that  it  must  be  included  in  the  plans  to 
promote  patient  traffic,  is  influenced  more  by  the  average  prescription  price  of  1952,  than  by 
patient  welfare.  In  a set  up  of  this  kind,  prescribed  medication  is  more  apt,  certainly  to  be  in- 
fluenced by  what  is  on  the  shelves  of  the  pharmacy  than  when  the  prescription  is  released  to 
open  competition.  Even  if  a pharmacist  owns  the  stock  and  pays  rent  to  the  clinic,  he  must 
meet  a considerable  overhead,  and  volume  has  to  be  maintained.  If  he  pays  rent  on  a percent- 
age basis,  then  all  parties  concerned  are  playing  a shady  game.  I’m  sure  that  there  are  very 
few  drug  stores  in  South  Dakota  which  wouldn’t  be  happy  to  provide  some  speedy  form  of  de- 
livery service  to  and  from  their  store  to  a clinic  on  the  outskirts  of  town.  After  all,  there  are 
only  a couple  of  cities  in  the  state  where  it  could  be  over  a mile. 
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clerotic  and  degenerative  complications  of 
diabetes  remains  to  be  seen.  I do  know  that 
the  pleasure  of  seeing  juvenile  diabetics  live 
to  grow  up,  to  be  educated,  to  have  families, 
and  become  useful  ciizens  is  somehing  very 
much  worthwhile  — something  which  was 
denied  the  practitioners  of  the  pre-insulin 
period.  I am  happy  to  have  lived  to  see  such 
a miracle  happen. 


CANDIDATES'  VIEWS— 

(Continued  from  Page  292) 

I would  suggest  also  that  additional  voluntary 
action  is  needed  (in  dealing  with)  the  prob- 
lem of  encouraging  wherever  possible  volun- 
tary health  insurance  programs.  It  seems  to 
me  that  the  objective  toward  which  we 
should  work  in  the  United  States  is  a system 
where  eventually  anybody  who  wants  health 
insurance  can  get  it  — where  those  who 
should  have  health  insurance  are  encouraged 
to  get  it  — but  where  no  one  in  the  United 
States  is  compelled  to  take  out  such  insurance 
against  his  will.  If  the  profession  adopts  that 
objective  we  will  remove  by  voluntary  action 
the  strongest  arguments  that  the  proponents 
of  government  control  of  the  medical  pro- 
fession have  at  the  present  time.” 

“I  believe  it  is  essential  that  all  members 
of  the  medical  profession  recognize  that  an 
attempt  to  socialize  any  American  profes- 
sion — any  American  institution  — con- 
stitutes a threat  to  all.” 

“Traditionally,  the  great  accomplishments 
in  this  country  have  not  been  through  gov- 
ernment action,  but  through  individual  and 
cooperative  action  ....  (Our  task)  is  by  pre- 
cept and  by  example,  to  prove  to  the  people  of 
the  world  that  a free  people,  working  as  in- 
dividuals, working  cooperatively,  can  solve 
the  problems  of  our  society  and  can  solve 
them  more  effectively  than  can  a govern- 
ment.” 

Democratic  Nominee  for  Vice-President 
U.  S.  Senator  John  J.  Sparkman 

“I  am  in  favor  of  adequate  medical  atten- 
tion for  the  people  of  this  country.  However, 
I have  not  favored  what  is  generally  known 
as  Socialized  Medicine.”  “I  would  be  opposed 
to  any  plan  which  I thought  would,  in  effect, 
socialize  medicine,  and  to  any  medical  pro- 
gram which  would  destroy  the  relationship 
of  doctor  and  patient.” 


Republican  Nominee  for  Governor  of  S.  Dak. 

Sigurd  Anderson 

“I  am  opposed  to  socialized  medicine.” 

Republican  Nominee  for  Representative, 
1st  District — Harold  O.  Lovre 

“Compulsory  Health  Insurance,  to  me,  is  a 
further  centralization  of  authority  in  Wash- 
ington, which  must  be  approached  with  the 
greatest  caution.  Whether  you  call  it  “Com- 
pulsory Health  Insurance”  or  “Socialized 
Medicine”  it  is  of  no  matter  since  final  auth- 
ority for  any  such  program  would  rest  in  a 
bureau  or  agency  in  Washington  controlled  by 
a political  appointee.  I do  not  feel  that  we 
have  reached  the  point  where  such  action  is 
necessary. 

We  have  the  finest  medical  care  in  the 
world  today  without  the  use  of  socialized 
medicine,  and  those  countries  which  have 
instituted  such  a program  have  seen  their 
medical  programs  and  facilities  slip  to  in- 
creasingly lower  standards. 

Placing  the  admministration  of  a program 
in  the  hands  of  Washington  officials  certainly 
does  not  create  a panacea,  as  so  many  people 
believe.  We  must  assume  responsibiliy  in- 
dividually and  within  our  own  counties  and 
states  to  meet  these  problems.  By  doing  so, 
the  problems  will  be  better  met  at  less  ex- 
pense.” 

Republican  Nominee  for  Representative, 
2nd  District — E.  Y.  Berry 

“I  do  not  favor  compulsory  health  insur- 
ance nor  legislation  to  provide  medical  care 
for  those  who  do  not  budget  it.  Nor  do  I be- 
lieve in  the  government  planning  the  lives  of 
individuals  in  any  other  program  whether  it 
be  in  medicine  or  anything  else. 


PHARMACEUTICAL— 

(Continued  from  Page  300) 
have  many  visitors  from  our  neighboring 
states  attending  this  convention  at  Rapid  City, 
as  the  publicity  given  was  certainly  not  con- 
fined to  our  own  state  area. 

My  last  remarks  go  to  the  officers  of  this 
association  and  the  members  of  the  Board  of 
Pharmacy.  I have  enjoyed  their  cooperation 
to  the  fullest  extent.  The  presidents  work  is 
especially  made  easy  by  having  such  an  effec- 
ient  secretary  as  Bliss  Wilson  to  work  with, 
and  I hope  that  this  association  can  be  blessed 
for  many  years  to  come  in  having  Bliss  con- 
tinue in  this  official  capacity. 
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Early  Life 

Dr.  David  A.  Gregory  was  born  in  Nashville,  Tennessee  on  June  27,  1887. 

In  1904  he  was  graduated  from  Fogg  High  School  at  Nashville.  The  following  year  he  entered  Vander- 
bilt University  as  a freshman  engineering  student  and  he  stayed  at  this  just  long  enough  to  prove  that  he 
didn’t  want  to  be  an  engineer.  He  then  enlisted  in  the  army  in  1905.  After  two  years  in  the  army  cavalry, 
a year  in  the  army  medical  corps  and  four  years  of  duty  in  the  naval  hospital  corp,  he  returned  to  Vander- 
bilt to  study  medicine.  He  received  his  degree  in  1916. 

However,  in  1914  he  had  successfully  passed  the  examination  held  in  Tennessee  which  allowed  non- 
graduates of  medical  schools  to  take  the  medical  examinations.  He  received  his  license  to  practice  medicine 
before  he  had  his  medical  degree  but  in  spite  of  that  he  did  not  go  into  practice  but  finished  his  formal 
education.  During  his  years  in  medical  school  he  was  a demonstrator  in  chemistry  and  served  as  a labora- 
tory instructor  at  Nashville  City  Hospital  during  his  junior  year. 

His  Move  io  South  Dakota 

Dr.  George  Stevens,  a good  friend  from  army  days  in  France,  was  practicing  in  Sioux  Falls,  South 
Dakota,  at  that  time  and  invited  Dr.  Gregory  to  come  to  Sioux  Falls  to  serve  as  pathologist  in  the  Clinic 
of  which  he  was  a member.  So  in  November  of  1920  Dr.  Gregory  accepted  the  invitation  and  moved  his 
family  to  Sioux  Falls.  After  serving  on  the  clinic  staff  until  1924,  he  entered  private  practice  in  Sioux 
Falls.  Two  years  later  he  and  Dr.  John  Hagin  purchased  a hospital  at  Miller,  South  Dakota,  and  in  1930 
Dr.  Gregory  sold  his  interest  in  the  institution  to  Dr.  Hagin.  Later  that  year  he  moved  to  Milbank  and 
opened  his  office  there.  As  he  explains  it,  ‘.After  traveling  about  the  state  looking  for  a community  in 
which  to  establish  a private  practice,  I decided  Milbank  was  the  best  town  in  the  state  and  therefore 
located  in  it.”  To  him  it  is  still  the  finest  town  in  South  Dakota. 

In  1950  he  took  a partner  who  is  now  working  with  him  — allowing  him  to  take  it  easy,  which,  as  a 
busy  practitioner  he  never  gets  around  to  doing. 

A Medical  Pioneer 

Dr.  Gregory  has  been  very  active  in  the  affairs  of  his  Medical  Association  having  been  president  of 
his  District  Medical  Society,  a councillor  on  the  State  Association’s  Council,  vice-president,  president- 
elect, and  in  1951  president  of  the  South  Dakota  State  Medical  Association.  He  is  a member  of  the  Amer- 
ican Association  for  the  Advancement  of  Science,  a member  of  the  Kiwanis  Club,  Masonic  Lodge,  Amer- 
ican Urological  Association,  District,  State  and  American  Medical  Associations  and  has  an  active  interest 
in  anything  in  the  medical  economics  field. 
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specific  Streptococcal  Antigen  and  Thermal  Antibody  in  the 
Prevention,  Diagnosis  and  Treatment  of  Epidemic  Poliomyelitis* 

Edward  C.  Rosenow,  M.D. 

Bacteriological  Research.  Longview  Hospital 
Cincinnati,  Ohio 


The  general  increase  in  the  incidence  and 
lowered  mortality  rate  of  poliomyelitis  in  re- 
cent years  as  indicated  statistically  are  not 
due  to  a decrease  in  the  severity  of  this  dread 
disease  as  currently  considered,  but  rather 
to  the  recognition  and  reporting  of  non-para- 
lytic  poliomyelitis.  The  clinical  picture,  the 
degree  and  type  of  paralysis  and  the  mortal- 
ity in  hospitalized  patients  which  I studied 
during  the  epidemic  of  1916  in  New  York  City 
and  in  Minneapolis,  Minnesota  in  1946  were 
comparable. 

Proof  that  poliomyelitis  is  reproducible  in 
monkeys  and  mice  with  the  virus  as  now  un- 
derstood is  complete,  but  the  source  of  the 
virus,  the  manner  of  its  spread  and  the 
reasons  for  the  occurrence  of  poliomyelitis  so 
predominantly  in  summer,  often  almost  sim- 
ultaneously over  vast  and  isolated  regions  in 
temperate  climates  are  still  obscure. 

Owing  to  prior  studies  of  non-epidemic  and 
epidemic  diseases  including  herpes  zoster 
(posterior  poliomyelitis)  in  which  streptococci 
were  isolated  which  on  appropriate  inocula- 
tion of  animals  localized  electively  I have 
sought  for  information  pertaining  to  the 
epidemiology  and  the  still  unsolved  problems 
of  prevention  and  treatment  of  poliomyelitis 
from  a standpoint  different  than  the  usual; 
from  a combined  study  of  the  streptococcus 
and  the  virus.  Through  the  use  of  special  bac- 
teriological methods  including  the  medium, 
dextrose-brain  broth,  which  affords  a grad- 
ient of  oxygen  tension,  a specific  type  of  alpha 
or  green-producing  streptococcus  was  isolated 
consistently  in  studies  of  epidemic  and  ex- 
perimental poliomyelitis  and  the  virus  in- 
cluding active  filtrates.  ^ 

The  presence  of  this  streptococcus  in  the 
nasopharynx  of  persons  stricken,  well  con- 


*  Presented  at  the  annual  meeting  of  the  South 
Dakota  State  Medical  Association,  Sioux  Falls, 
South  Dakota,  May  20,  1952. 


tacts  during  epidemics  and  its  absence  in  well 
persons  in  winter  remote  from  epidemic 
poliomyelitis  was  shown  by  means  of  the  pre- 
cipitin reaction  with  extracts  of  nasopharyn- 
geal swabbings  and  the  poliomyelitis  anti- 
streptococcal  horse  serum.  Intradermal  in- 
jection of  suitable  suspensions  of  the  polio- 
myelitis streptococcus  has  been  found  to  serve 
as  a susceptibility  test  for  poliomyelitis.'' 

Serological  studies  have  shown  that  anti- 
bodies specific  for  the  streptococcus  and  virus 
are  demonstrable  in  the  serum  of  persons  and 
monkeys  convalescing  respectively  from 
epidemic  and  experimental  poliomyelitis. 
Agglutinative  titers  for  the  streptococcus  and 
viral  neutralizing  antibody  of  convalescent 
serum  have  been  found  to  run  closely  parallel 
according  to  the  degree  of  paralysis. 2 

Fundamental  to  the  concept  indicated  in 
these  studies  that  a specific  type  of  strepto- 
coccus may  have  etiological  and  epidemio- 
logical significance  in  a disease  shown  to  be 
due  to  a filtrable  virus  as  now  understood  are 
the  underlying  principles  of  both  microbic 
and  viral  dissociation  or  mutation. 3 

Numerous  attempts  to  produce  the  virus 
from  the  streptococcus  always  resulted  in 
failure  until  a medium,  chick-embryo  in- 
fusion, was  discovered  which  does  not  turn 
acid  from  growth  of  streptococci.  This 
medium  proved  highly  favorable  for  growth 
and  maintenance  of  viability  of  the  strepto- 
coccus. Alpha  streptococci  changed  season- 
ally in  this  medium  on  prolonged  storage  at 
ground  level.  They  acquired  neurotropic 
virulence  in  summer  and  pneumotropic  viru- 
lence in  winter,^  paralleling  what  occurs  in 
such  streptococci  normally  present  in  the 
throat  of  human  beings.  Such  changes  did 
not  occur  on  storage  of  control  cultures  in  a 
silver  mine  in  Idaho,  5,000  feet  under  rock 
where  radiant  energy  was  not  demonstrable.® 
Small  forms  appeared  in  old  cultures  and  on 
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appropriate  intracerebral  inoculation  of  such 
cultures  and  of  filtrates  into  mice  and 
monkeys  typical  poliomyelitis  developed  after 
successive  brain  to  brain  passage  including 
strains  of  streptococci  from  sources  wholly 
remote  from  poliomyelitis.®’  ® Monkeys 
that  recovered  from  paralytic  poliomyelitis 
produced  with  natural  virus  resisted  natural 
and  the  experimental  virus  and  vice  versa. 
Moreover,  in  agreement  with  these  results  in- 
dicating the  importance  of  the  streptococcus 
are  the  demonstration  of  small  numbers  of 
pleomorphic  particles  as  spheres  and  ovoids 
in  diplo  and  sometimes  in  filamentous  and 
circular  chain  formation  resembling  in  im- 
portant respects  the  cultivable  streptococcus 
in  unstained  uncentrifuged  filtrates  with  the 
electron  microscope  and  after  special  stain- 
ing with  the  light  microscope  in  natural 
virus  and  virus  produced  from  neurotropic 
streptococci®  and  unstained  with  the  electron 
miscroscope  in  large  numbers  in  the  sediment 
of  ultracentrifuged  filtrates  of  natural  virus 
virulent  for  monkeys''*®’  and  for  mice.''^ 

Diagnostic  Streptococcal  Antibody-Antigen 
and  Antigen-Antibody  Reactions  in 
Poliomyelitis 

Evidence  of  the  presence  of  a specific  strep- 
tococcal infection  in  persons  having  polio- 
myelitis, in  contacts  and  non-contacts  during 
epidemics  and  in  experimental  poliomyelitis 
in  monkeys  has  been  obtained  by  the  occur- 
rence of  an  immediate  erythematous  reaction 
following  the  intradermal  injection  of  solu- 
tions of  the  euglobulin  fraction  of  the  serum 
of  horses  that  had  been  immunized  with  the 
streptococcus  isolated  in  studies  of  polio- 
myelitis.''®’ ''4.  15,  16  The  streptococcal  and 
viral  antibody  contents  of  whole  unconcen- 
trated and  the  euglobulin  fraction  of  polio- 
myelitis convalescent  serum  was  too  low  to 
elicit  this  diagnostic  reaction. 

Moreover,  in  studies  on  the  production  of 
streptococcal  antibodies  in  vitro,  it  was  found 
that  as  the  bacteria  disintegrate  in  NaCl  solu- 
tion suspensions  on  application  of  heat  in  the 
autoclave,  toxic  components  are  destroyed, 
the  remnants  of  organisms  become  sharply 
agglutinated  and  brownish  in  color,  and  sub- 
stances resembling  antibodies  become  demon- 
strable in  the  supernatant  NaCl  solution.  Such 
solutions  were  found  on  intradermal  injec- 
tion to  elicit  an  immediate  erythematous  re- 
action (Foshay’s  phenomenon)  indicating  the 


presence  in  skin  or  blood  of  specific  strepto- 
coccal antigen  similar  to  reactions  which  fol- 
low intradermal  injection  of  corresponding 
natural  antibody  prepared  in  the  serum  of 
horses  immunized  with  the  streptococcus.''^' 

18,  19 

A more  transient  but  significant  erythema- 
tous reaction  (Francis’  phenomenon)  follow- 
ing intradermal  injection  of  solutions  of  the 
corresponding  streptococcal  antigen  have 
been  found  to  serve  as  a measure  of  specific 
streptococcal  antibody.'' '7’  ''8 

It  is  the  purpose  of  this  report  to  describe 
in  some  detail  the  methods  used  and  the  re- 
sults obtained  in  studies  (1)  of  intradermal 
streptococcal  antibody-antigen  and  antigen- 
antibody  erythematous  reactions  indicating 
respectively  specific  streptococcal  antigen 
and  antibody  in  skin  or  blood  and  hence  a 
corresponding  streptococcal  infection  in  naso- 
pharynx or  intestinal  tract  in  persons  having 
poliomyelitis,  in  contacts  and  non-contacts  in 
summer  within  and  remote  from  epidemics  of 
poliomyelitis  (2)  of  the  effects  on  intradermal 
reactions  and  on  clinical  symptoms  of  thera- 
peutic injections  of  thermal  antibody  (3)  of 
agglutinative  titer  for  streptococci  isolated  in 
studies  of  poliomyelitis,  of  the  serum  of  horses 
and  thermal  .antibody  prepared  with  the 
streptococcus  and  convalescent  serum  and  (4) 
of  the  correlation  of  the  intradermal  reactions 
with  the  incidence  of  and  mortality  from 
poliomyelitis  and  treatment  with  thermal 
antibody  in  the  epidemics  studied. 

Material  and  Methods 

Cutaneous  and  other  tests  were  made  dur- 
ing the  latter  part  of  August,  during  Septem- 
ber and  the  first  week  in  October  in  432  per- 
sons having  poliomyelitis,  nearly  all  of  whom 
were  cared  for  in  hospitals  in  widely  sep- 
arated cities  in  the  Midwest  of  the  United 
States. 

In  1946,  13  groups  were  studied  in  8 cities  — 
Cincinnati  and  Cleveland,  Ohio;  Chicago  and 
Rockford,  Illinois;  Madison,  Wisconsin;  and 
Rochester,  St.  Paul  and  Minneapolis,  Minn- 
esota. In  1947,  7 groups  in  5 cities,  Chicago, 
Illinois;  Rochester  and  St.  Paul,  Minnesota 
and  Columbus  and  Akron,  Ohio.  In  1948,  6 
groups  in  6 cities  were  studied  — Cincinnati, 
Ohio;  Chicago,  Illinois;  Madison,  Wisconsin; 
Rochester,  St.  Paul  and  Minneapolis,  Minn- 
esota. The  diagnoses  were  made  by  the  at- 
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tending  physicians  and  the  incidence  of  and 
deaths  from  poliomyelitis  were  supplied  by 
the  respective  State  Departments  of  Health.* 

Cutaneous  tests  were  made  at  about  the 
same  time  as  those  in  patients  in  2,193  per- 
sons. These  consisted  of  contact  and  non-con- 
tact  nurses,  resident  physicians  and  other 
personnel  of  the  different  contagious  and 
other  hospitals,  of  patients  ill  with  non-infec- 
tious  ailments  in  wards  of  general  hospitals, 
in  out-patient  clinics,  of  non-contact  persons 
living  in  cities  and  in  the  country  within,  and 
at  the  outskirts  of  or  remote  from  epidemics. 
Four  groups:  2 consisting  of  student  nurses 
and  2 consisting  of  college  students,  340  per- 
sons in  all,  who  came  shortly  before,  1 to  10 
days,  from  a total  of  40  states  were  tested  — 
one  group  in  September,  1946  and  3 groups  in 
September,  1948.  One  group  of  129  well  per- 
sons was  tested  as  a control  in  May,  1948,  and 
a large  number  of  persons  was  tested  during 
winter  while  having  colds  and  persons  in  hos- 
pitals or  other  institutions  for  various  reasons. 

The  tests  were  made  as  objectively  as  pos- 
sible. Inquiries  as  to  place  of  residence,  in- 
cluding state,  whether  residing  in  small  or 
large  cities  or  in  the  country,  age,  state  of 
health  at  the  time  of  tests  and  as  to  prior  ex- 
posure to  or  recovery  from  epidemic  polio- 
myelitis were  made  after  the  cutaneous  tests 
had  been  made  and  recorded.  Throughout  the 
testing  of  patients,  well  contacts  and  non- 
contacts, the  difference  in  incidence  of  polio- 
myelitis in  males  and  females  was  not  thought 
of  and  was  first  considered  as  statistical  sum- 
maries were  prepared. 

At  least  3 injections  were  made  in  each  per- 
son tested  in  1946  and  1947,  one  representing 
thermal  antibody  and  one  the  corresponding 
antigen  prepared  from  streptococci  isolated 
prior  to  and  during  1946  and  1947  in  studies  of 
epidemic  and  experimental  poliomyelitis  and 
one  control  of  NaCl  solution  and/or  thermal 
antibody  prepared  from  streptococci  isolated 
from  well  persons  or  from  persons  suffering 
from  acute  or  chronic  encephalitis,  schizo- 
phrenia, ulcerative  colitis,  or  arthritis.  The 
streptococci  from  which  the  test  solutions  of 


* Grateful  acknowledgment  is  hereby  made  for  the 
cooperation  of  the  superintendents  of  hospitals, 
physicians  in  charge,  for  the  assistance  of  resident 
physicians  and  nurses  and  the  state  health  de- 
partments for  reports  on  the  incidence  of  deaths 
from  poliomyelitis. 


antibody  and  antigen  were  prepared  were 
isolated  in  studies  of  epidemic  poliomyelitis 
from  the  primary  culture  in  dextrose-brain 
broth  usually  from  the  end  point  of  growth 
of  serial  dilution  cultures  in  this  medium  or 
soft  dextrose-brain  agar  from  spinal  fluid, 
nasopharyngeal  swabbings,  during  life  or 
from  brain  and  spinal  cord  after  death. 

The  specificity  of  the  respective  freshly 
isolated  streptococci  was  preserved  by  placing 
the  centrifuged  organisms  from  young  0.2  per 
cent  dextrose  broth  cultures  in  very  dense 
suspension  (1,000  billion  streptococci  or  the 
growth  from  500  ml  of  dextrose  broth  per  ml 
kept  at  5 to  10° C)  of  glycerin,  2 parts  and 
saturated  NaCl  solution,  1 part. 

The  solutions  of  antibody  used  for  the  de- 
tection of  specific  streptococcal  antigen  in 
skin  or  blood  were  prepared  routinely  by 
diluting  the  dense  glycerol-NaCl  solution  sus- 
pensions 50  fold  or  to  20  billion  per  ml  in 
isotonic  NaCl  solution  autoclaving  for  96 
hours  at  17  lbs.  pressure  and  diluting  with 
an  equal  volume  of  NaCl  solution  containing 
0.4%  phenol.  I The  corresponding  solutions 
of  antigen  used  for  the  detection  of  strepto- 
coccal antibody  were  prepared  by  diluting  the 
dense  glycerol-NaCI  solution  suspension  100 
fold  or  to  10  billion  per  ml,  heating  at  65  or 
70 °C  for  one  hour  and  adding  0.2%  phenol  as 
a preservative.  The  tests  were  made  with  the 
respective  supernatant  bacteria-free  NaCl 
solutions  as  antibody  and  as  antigen. 

The  results  with  freshly  prepared  solutions 
of  antibody  and  of  antigen  and  those  pre- 
pared as  long  as  2 years  before  and  which 
had  been  kept  at  5°C  meanwhile  were  found 
closely  comparable.  A total  of  15  different 
solutions  of  thermal  antibody  and  of  corres- 
ponding antigen  prepared  from  streptococci 
isolated  in  studies  of  poliomyelitis  as  controls, 
18  different  solutions  of  antibody  and  of  anti- 
gen prepared  from  streptococci  isolated  in 
studies  of  diseases  other  than  poliomyelitis 
and  of  well  persons  remote  from  polio- 
myelitis. 

Approximately  .03  ml  of  the  different  test 
and  control  solutions  of  antibody  and  of  NaCl 
solution  containing  0.2%  phenol  were  in- 
jected intradermally  as  superficially  as  pos- 
sible over  the  volar  aspect  of  the  forearm 
about  3 or  4 cm  apart.  A sharply  circum- 
scribed white  bleb  approximately  5 mm  in 
diameter  was  taken  to  indicate  that  the 
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myelitis  than  in  the  corresponding  groups  not 
Jected.  The  reactions  occurred  almost  im- 
mediately. The  maximal  flare  was  outlined 
with  pen  and  washable  ink  and  the  size  in  sq. 
cm.  was  determined  by  superimposing  circles 
of  known  size  on  a transparent  4”  x 4”  film  or 
sheet. 20  Agglutination  tests  were  made  by 
the  methods  previously  used '*9  with  anti- 
serums prepared  in  horses  with  thermal  anti- 
body prepared  in  vitro,  from  NaCi  solution 
suspensions  containing  10  billion  streptococci 
per  ml  plus  1.5%  hydrogen  peroxide^s  and 
autoclaving  for  3 hours,  and  with  convales- 
cent and  prior  “contact”  serums  against  the 
streptococcus  isolated  from  persons  having 
poliomyelitis,  from  contacts  non-contacts  and 
from  control  sources. 

Results  of  Cutaneous  Tests 
The  results  of  cutaneous  tests  made  during 
summer  in  1946,  1947  and  1948  in  432  persons 
that  were  having  poliomyelitis  according  to 
the  degree  of  paralysis  and  prior  exposure  to 
poliomyelitis  are  summarized  graphically  in 
Figure  1.  It  will  be  seen  (1)  that  the  average 
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Fig.  1 

Erythematous  reactions  in  persons  having  poliomyelitis  to 
intradermal  injection  of  thermal  antibody  and  of  antigen  in- 
dicating respectively  “poliomyelitic"  streptococcal  antigen  and 
antibody  in  skin  or  blood  according  to  prior  exposure  to 
poliomyelitis  and  degree  of  paralysis. 

reactions  indicating  “poliomyelitis”  strepto- 
coccal antigen  were  uniformly  higher  and 
directly  proportional  to  the  degree  of  par- 
alysis of  the  3 groups  of  patients  that  had  not 
been  previously  exposed  to  poliomyelitis, 
than  in  3 comparable  groups  that  had  been 
previously  exposed  and  (2)  that  reactions  in- 
dicating “poliomyelitis”  streptococcal  anti- 
body were  uniformly  far  greater  in  persons 
that  had  been  previously  exposed  to  polio- 


proper  amount  and  layer  of  the  skin  was  in- 
previously  exposed  and  far  greater  in  persons 
without  paralysis,  somewhat  less  in  persons 
having  slight  or  moderate  paralysis  and  far 
less  in  persons  having  severe  paralysis.  Re- 
actions indicating  control  antigen  were  min- 
imal throughout  and  bore  no  relation  to  par- 
alysis nor  to  prior  exposure  to  poliomyelitis. 

On  summarizing  the  results  of  cutaneous 
tests,  the  impression  was  gained  that  while  re- 
actions to  antibody  indicating  antigen  were 
approximately  the  same  in  males  and  females, 
the  reactions  to  antigen  indicating  antibody 
were  significantly  greater  in  females  than  in 
males.  It  then  first  occurred  to  me  that  if  the 
intradermal  reactions  indicating  “polio- 
myelitis” streptococcal  antigen  and  antibody 
and  hence  a streptococcal  infection  had  real 
significance  as  regards  etiology  or  epidemio- 
logy of  poliomyelitis,  then  there  should  be 
correlation  between  the  size  of  these  re- 
actions, especially  reactions  indicating  anti- 
body, and  the  relative  incidence  of  polio- 
myelitis according  to  age  and  sex.  Hence,  the 
average  reactions  indicating  antigen  and  of 
antibody  in  persons  having  poliomyelitis,  in 
contacts  and  non-contacts  for  1946,  1947  and 
1948  were  determined.  Reactions  in  319  per- 
sons, 173  males  and  146  females,  having  polio- 
myelitis indicating  antigen  were  uniformly 
greatest  in  the  most  susceptible  age  groups 
(1-4;  5-9;  10-14  years)  averaging  13  sq.  cm.  and 
diminished  with  age  in  accord  with  the  in- 
crease in  resistance  to  poliomyelitis  accord- 
ing to  age,  averaging  9 sq.  cm.  Moreover,  re- 
actions in  each  of  the  age  groups  indicating 
antibody  were  uniformly  greater  in  females, 
averaging  8.4  sq.  cm.  than  in  males,  averaging 
5.6  sq.  cm.  and  in  both  sexes,  reactions  in- 
dicating antigen  and  antibody  diminished  ac- 
cording to  age. 

Cutaneous  reactions  obtained  in  357  per- 
sons, 184  males  and  173  females,  having  polio- 
myelitis were  summarized  according  to  sex 
and  duration  of  the  disease.  It  was  found  that 
reactions  indicating  streptococcal  antigen 
were  about  the  same  in  males  and  females 
and  that  in  both  groups  reactions  were  great- 
est at  the  onset  of  the  disease,  averaging  15 
sq.  cm.  for  the  first  10  days  and  diminished 
progressively  with  the  duration  of  the  disease 
averaging  8 sq.  cm.  for  11  to  40  days.  In  sharp 
contrast,  reactions  indicating  streptococcal 
antibody  were  least  pronounced  at  the  onset 
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of  the  disease,  increased  as  recovery  occurred, 
averaging  6 sq.  cm.  for  males  and  8.2  sq.  cm. 
for  females  and  became  minimal  or  absent  as 
antigen  disappeared  and  as  recovery  ensued. 

The  results  of  cutaneous  reactions  indicat- 
ing “poliomyelitis”  streptococcal  antigen  and 
antibody  in  altogether  930  non-contact  per- 
sons tested  in  summer  according  to  age,  sex 
and  prior  exposure  to  poliomyelitis  are  shown 
graphically  in  Figure  2.  It  will  be  noted  (1) 
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Erythematous  reactions  in  non-contact  persons  to  intradermal 
injection  of  thermal  antibody  and  of  antigen  prepared  from 
streptococci  isolated  in  studies  of  poliomyelitis  indicating 
streptococcal  antigen  and  antibody  respectively  in  skin  or 
blood  according  to  sex,  age  and  prior  exposure  to  poliomyelitis. 

that  with  increasing  age  as  immunity  to  polio- 
myelitis increases,  there  was  a progressive 
decrease  in  reactions  indicating  poliomyelitis 
streptococcal  antigen  and  antibody  in  skin  or 
blood,  (2)  that  reactions  indicating  antigen  in 
males  and  females  were  comparable,  (3)  that 
reactions  indicating  antibody  in  females,  the 
more  resistant  sex  to  poliomyelitis,  were  sig- 
nificantly higher  throughout  the  different  age 
groups  than  reactions  in  males,  (4)  that  anti- 
body titers  in  males  and  especially  in  females 
were  far  higher  in  persons  that  had  been  pre- 
viously exposed  to  epidemic  poliomyelitis 
than  in  those  not  previously  exposed  and  (5) 
that  control  streptococcal  antigen  titers  were 
minimal  throughout  and  bore  no  relation  to 
sex,  age  or  prior  exposure  to  poliomyelitis. 

The  incidence  of  and  deaths  from  polio- 
myelitis in  percent  of  totals  in  Ohio,  Illinois, 
Wisconsin  and  Minnesota  during  1946,  1947 
and  1948  in  relation  to  cutaneous  reactions  in- 
dicating “poliomyelitis”  streptococcal  anti- 
body in  persons  having  poliomyelitis  and  in 
well  non-contact  persons  according  to  year 
of  study  and  sex  are  summarized  in  Table  1. 
It  will  be  seen  that  the  incidence  of  the  di- 
sease both  among  male  and  females  was 
greatest  in  1946,  far  lower  in  1947  and  least 
in  1948.  The  percent  of  deaths  was  greatest  in 
1946,  next  greatest  in  1948  and  least  in  1947, 
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Table  1 

Incidence  of  and  deaths  from  poliomyelitis,  Ohio,  Illinois,  Wis- 
consin and  Minnesota,  1946,  1947  and  1948  (in  large  part)  and 
cutaneous  reactions  indicating  “poliomyelitic”  streptococcal 
antibody  in  skin  or  blood  of  persons  having  poliomyelitis  and 
in  well  non-contact  persons  according  to  sex. 

and  was  greater  in  males  than  in  females  in 
1946  and  1948  and  about  the  same  in  1947. 
Cutaneous  reactions  indicating  poliomyelitis 
streptococcal  antibody  in  skin  or  blood  of  per- 
sons stricken  and  of  well  control  non-contact 
persons  were  least  pronounced  in  males  dur- 
ing the  epidemic  of  1946  and  were  uniformly 
significantly  greater  in  females  in  1946,  1947 
and  1948  than  in  males.  Whth  one  exception, 
reactions  indicating  antibody  were  greater  in 
non-contact  males  and  females  that  remained 
well  than  in  males  and  females  that  contacted 
the  disease. 

Results  of  Agglutination  Studies 

The  agglutinative  action  of  antiserum  pre- 
pared in  horses  with  the  streptococcus  long 
before  and  of  thermal  antibody  prepared  in 
the  autoclave  with  hydrogen  peroxide  in  the 
present  study  from  pure  cultures  of  the  strep- 
tococcus isolated  in  the  current  study  from 
persons  while  having  poliomyelitis  and  of 
poliomyelitis  convalescent  serum  was  de- 
termined against  45  strains  of  streptococci 
isolated  from  the  end  point  of  growth  of  serial 
dilution  cultures  in  dextrose-brain  broth  of 
nasopharyngeal  swabbings  of  persons  having 
poliomyelitis  and  24  strains  of  streptococci 
similarly  isolated  from  well  persons  remote 
from  poliomyelitis.  The  average  percentage 
incidence  of  agglutination  at  four  fivefold 
dilutions  of  1-20  to  1-2500  of  antistreptococcic 
serum  was  52  percent  for  the  45  “poliomyelitis” 
strains  and  4 percent  for  the  24  “normal” 
strains;  of  poliomyelitis  thermal  antibody,  79 
and  19  percent;  and  of  convalescent  serum 
54  and  6 percent,  respectively.^®’ 

The  Effect  of  Therapeutic  Injection  of 

Thernial  Antibody  on  Symptoms  and  the 
Cutaneous  Titers  of  Antigen  and  Antibody 
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It  has  been  found  in  previous  studies  that 
subcutaneous  or  intramuscular  injection  of 
respective  thermal  streptococcal  antibody  in 
therapeutic  amounts  is  followed  by  a prompt 
improvement  in  symptoms  and  a diminution 
in  specific  streptococcal  antigen  and  an 
abrupt  increase  in  antibody  titer  in  skin  or 
blood  of  persons  having  influenza  or  other 
respiratory  inf  ect  ions, 20  poliomyelitis,  ^ 9 
multiple  sclerosis, 21  and  epilepsy  and  schizo- 
phrenia.2 2 The  further  results  following  the 
subcutaneous  therapeutic  injection  of  the 
“poliomyelitis”  streptococcal  thermal  anti- 
body in  persons  having  poliomyelitis  are 
shown  graphically  in  a controlled  experiment 
in  Figure  3. 
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Fig.  3 

Results  following  therapeutic  subcutaneous  injection  of  thermal 
“poliomyelitic”  streptococcal  antibody  in  six  persons  suffering 
from  poliomyelitis. 


The  antibody  solution  injected  subcutan- 
eously was  prepared  by  autoclaving  at  17  lbs. 
pressure,  a suspension  in  NaCl  solution  con- 
taining 10  billion  streptococci  per  ml  isolated 
in  studies  of  poliomyelitis  for  3 hours  after 
adding  1.5%  hydrogen  peroxide  (initial) 
\ bringing  the  pH  to  6.5  with  a concentrated 
solution  of  NaOH  and  diluting  the  super- 
natant with  an  equal  volume  of  NaCl  solution 
containing  0.4%  phenol.''®  Two  or  three  ml 
of  the  solution  of  antibody  and  of  NaCl  solu- 
tion in  the  controls  depending  on  the  age  of 
patients  were  injected  subcutaneously  im- 
mediately after  the  primary  intradermal  tests 
had  been  made.  The  age  and  type  of  disease 
in  the  test  and  control  groups  were  com- 
parable. Three  in  each  group  had  slight 
fever  and  had  varying  degrees  of  paralysis. 
The  rest  were  without  fever  or  paralysis.  Re- 
actions at  the  site  of  subcutaneous  injection 
of  the  solution  of  antibody  were  minimal.  The 
temperatures  in  2 of  the  test  groups  had 
dropped  to  normal  the  following  day,  pro- 


gressing paralysis  was  seemingly  arrested  in 
2 and  no  change  in  symptoms  was  noted  in 
the  rest  who  were  in  the  quiescent  stage. 
The  cutaneous  tests  were  repeated  24  hours 
after  the  subcutaneous  injection.  There  was 
a sharp  or  significant  diminution  in  reaction 
indicating  antigen  and  a rise  in  antibody  titer 
in  each  of  the  6 test  subjects  and  no  signifi- 
cant change  in  the  controls  that  had  received 
NaCl  solution  subcutaneously.  The  results  on 
the  cutaneous  reactions  and  on  clinical  sym- 
ptoms in  this  experiment  paralleled  those  ob- 
tained previously' 20  in  accord 

with  the  apparent  favorable  action  of  thermal 
antibody  in  the  treatment  of  poliomyelitis 
reported  by  Rappaport23  and  Robinson. 24 

Summary  and  Comments 

Reactions  to  intradermal  injection  of  ther- 
mal antibody  in  summer  indicating  “polio- 
myelitis” streptococcal  antigen  in  skin  or 
blood  and  hence  an  infection  by  streptococci 
antigenically  related  to  the  streptococci  from 
which  the  antibody  injected  was  prepared 
were  uniformly  far  greater  than  reactions  to 
control  injections  in  persons  having  polio- 
myelitis, in  nearly  all  well  poliomyelitis  con- 
tacts and  non-contacts  within  epidemic  zones, 
and  in  very  high  incidence  in  summer  in  well 
persons  that  came  shortly  before  from  40 
widely  separated  states.  Reactions  indicating 
“poliomyelitis”  streptococcal  antigen  were 
negligible  in  tests  made  in  well  persons  re- 
mote from  poliomyelitis  in  winter  and  spring. 
Reactions  indicating  antigen  were  most 
marked  and  reactions  indicating  antibody 
were  minimal  in  the  early  stages  of  polio- 
myelitis and  throughout  the  course  of  the 
disease  in  fatal  cases.  Reaction  indicating 
streptococcal  antigen  diminished  or  disap- 
peared during  recovery,  more  rapidly  in  per- 
sons having  abortive  and  mild  attacks  than  in 
persons  severely  paralyzed.  Moreover,  re- 
actions indicating  antigen  and  antibody  in 
summer  were  inversely  proportional  to  age 
corresponding  to  immunity  to  poliomyelitis 
according  to  age. 

The  reactions  to  intradermal  injection  of 
“poliomyelitis”  streptococcal  antigen  indicat- 
ing specific  streptococcal  antibody  proved 
even  more  important  than  the  reactions  in- 
dicating antigen.  Reactions  indicating  anti- 
body were  minimal  at  the  onset  of  severe 
poliomyelitis,  remained  minimal  in  fatal  cases 
and  increased  as  recovery  occurred;  and  were 
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far  greater  in  persons  having  mild  attacks 
than  in  persons  severely  paralyzed. 

In  accord  with  the  lower  incidence  and 
lower  mortality  in  females,  poliomyelitis 
streptococcal  antibody  titers  were  usually 
significantly  higher  in  females  than  in  males. 
Streptococcal  antibody  and  antigen  dimin- 
ished during  convalescence  and  disappeared 
after  recovery  and  were  not  usually  demon- 
strable in  significant  titer  in  cutaneous  tests 
during  winter  and  spring  but  as  poliomyelitis 
appeared  in  summer  “poliomyelitis”  strepto- 
coccal antigen  and  antibody  again  became 
demonstrable.  Reactions  indicating  antibody 
were  far  greater  in  well  persons  that  had  been 
previously  exposed  during  one  or  more  epi- 
demics of  poliomyelitis  than  in  persons  not  so 
exposed.  Residence  in  epidemic  zones  with- 
out direct  contact  with  cases  sufficed  to  cause 
an  accelerated  antibody  response  on  the 
“seasonal”  return  in  summer  of  the  specific 
type  of  streptococcus. 

At  first  the  lack  of  antibody  response  in 
persons  severely  paralyzed  was  thought  to 
be  due  to  a particularly  severe  or  perhaps  to 
an  overwhelming  infection.  However,  it  was 
found  that  persons  having  severe  residual 
paralysis,  persons  that  had  recovered  without 
residual  paralysis  and  associated  well  persons 
alike  became  symptomless  carriers  of  the 
streptococcus  during  summer  and  the  re- 
actions indicating  specific  streptococcal  anti- 
gen were  comparable.  But  reactions  indicat- 
ing specific  streptococcal  antibody  were  far 
less  in  persons  having  severe  residual  par- 
alysis than  in  persons  who  had  recovered 
without  paralysis.  An  inherent  but  probably 
a specific  physiological  defect  is  indicated  in 
fatal  and  severely  paralyzed  cases  of  polio- 
myelitis as  suggested  by  Aycock^s  and  em- 
phasized by  Anderson. 26 

The  results  obtained  from  the  use  of  polio- 
myelitis streptococcal  thermal  antibody  and 
of  antigen  in  cutaneous  tests  are  so  precise  as 
to  support  further  the  thesis  (1)  that  a specific 
type  of  streptococcus,  in  some  way,  is  causa- 
tive of  epidemic  poliomyelitis  and  thus  makes 
more  explicable  the  occurrence  of  epidemics 
almost  simultaneously  over  vast  and  isolated 
regions  in  summer  for  it  has  been  found  that 
the  streptococcus  normally  present  in  the 
nasopharynx  of  human  beings  tends  to  ac- 
quire neurotropic  properties  in  summer  in 
temperate  climates,  (2)  that  the  streptococcus 


and  the  virus  are  related  and  (3)  that  im- 
munity according  to  age  may  be  due  in  part 
to  an  inapparent  infection  in  summer  by  the 
neurotropic  streptococcus  and  perhaps  by  the 
related  virus.  The  streptococcus  appears  to 
be  the  large  cultivable,  toxicogenic,  antigenic 
phase  and  a source  of  the  virus  and  the  virus 
— the  small  highly  invasive  relatively  non- 
antigenic  phase. 

Active  immunization  of  children  with 
harmless  antigens  or  vaccines  prepared  from 
the  “poliomyelitis”  type  of  streptococcus  to 
induce  artificially  the  enduring  accelerated 
antibody  reponse  and  immunity  which  fol- 
lows natural  exposure  to  poliomyelitis  and 
passive  immunization  with  non-toxic  and  non- 
sensitizing thermal  antibody  in  persons 
stricken  are  strongly  indicated.'' 25,  26 
Thermal  antibody  of  high  titer  and  strepto- 
coccal antigen  do  not  deteriorate  on  prolonged 
storage  at  10°C.  They  can  be  readily  pre- 
pared and  made  generally  available  at  min- 
imal cost  from  a central  source  or  during  re- 
spective epidemics.  Their  general  use  for  pre- 
vention and  treatment  is  suggested  at  least 
until  and  perhaps  after  the  purely  viral 
studies  shall  have  evolved  methods  far  better 
than  can  be  hoped  for  from  the  use  of  con- 
valescent or  adult  human  serum  or  fractions 
thereof  because  of  the  low  titer  of  both  strep- 
tococcal and  viral  antibody  and  the  inherent 
difficulty  in  obtaining  an  adequate  supply. 
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Infants  and  children  of  any  age  may  have 
asthma.  This  clinical  syndrome  may  be  in- 
duced by  a wide  variety  of  stresses  and  stim- 
uli. Adequate  treatment  of  the  child  having 
asthma  depends  on  a correctly  made  diagno- 
sis. Knowledge  of  the  etiology  and  pathology 
of  asthma,  of  the  individual  child  and  of  the 
means  of  treatment  will  insure  that  proper 
management  is  being  carried  out. 

Diagnosis 

A correct  diagnosis  is  sometimes  quickly 
evident.  On  other  occasions  it  is  established 
only  after  considerable  investigation.  Such 
investigation  must  include  a well-taken  his- 
tory, a careful  physical  examination  and  some 
well-chosen  laboratory  procedures.  Roentgen 
study  of  the  thorax  should  never  be  omitted 
if  one  suspects  the  patient  of  having  allergic 
disease  of  the  respiratory  tract.  Stained 
smears  of  the  nasal  secretions  will  often  show 
few  to  many  eosinophils  in  the  presence  of 
nasal  allergic  disease.  The  results  of  this  de- 
termination are  helpful  if  positive,  but  the  ab- 
sence of  eosinophils  in  one  examination  is 
not  absolute  evidence  against  a diagnosis  of 
allergic  disease  of  the  respiratory  tract.  A 
blood  eosinophilia  helps  support  a diagnosis 
of  allergic  disease  but  other  diseases  may 
cause  this.  It  is  also  well  to  remember  that 
eosinophil  counts  have  a diurnal  variation. 

Skin  tests  help  establish  the  etiologic  basis 
for  the  allergic  disease  in  question.  The  re- 
sults, however,  must  be  carefully  evaluated. 
Some  antigens  which  give  positive  results 
may  not  have  significance.  The  degree  of  skin 
reaction  need  not  parallel  the  degree  of  se- 
verity of  the  allergic  disease.  My  colleagues 
and  I feel  that  it  is  safer  in  children  to  do 
scratch  tests  before  doing  any  intradermal 
tests.  Tests  of  the  inhalant  substances  yield 
a higher  percentage  of  accurate  results  than 


do  those  of  foods.  In  a study  of  one  series  of 
asthmatic  children,  Hilli  of  Boston  found  that 
80  per  cent  of  positive  skin  reactions  to  foods 
were  not  significant.  Some  forms  of  elimina- 
tion diet,  provocative  diet  or  food  diary, 
though  often  representing  cumbersome  and 
time-consuming  procedures,  still  offer  the 
best  means  of  investigating  the  foods  etio- 
logically  responsible  for  allergic  disease. 

Various  conditions  are  sometimes  confused 
with  asthma.  They  are  listed  in  table  1. 

TABLE  1 

Conditions  Which  at  Times  Have  Been 
Misdiagnosed  as  Asthma 

1.  “Rattle”  in  throat  due  to  excess  saliva  or 
mucus 

2.  Acute  laryngotracheobronchitis 

3.  Foreign  body  in  bronchial  tree 

4.  Bronchiectasis 

5.  Lymphadenopathy,  most  common  at  bi- 
furcation of  trachea 

6.  Cystic  fibrosis  of  pancreas 

7.  Relaxed  larynx 

8.  Mediastinal  tumor  (including  Hodgkin’s 
disease) 

9.  Retropharyngeal  abscess 

10.  Pertussis 

11.  Dust  bronchitis 

12.  Sighing  dyspnea 

13.  Anomalies  of  great  vessels  at  base  of 
heart 

Etiology  and  Pathology 

Important  etiologic  factors  in  asthma  of 
children  are  outlined  in  table  2.  Frequently 
multiple  factors  operate  in  one  child.  House 
dust,  cosmetics,  various  animal  emanations, 
feathers,  kapok,  cottonseed  and  tobacco  are 
some  of  the  more  commonly  encountered  an- 
tigens in  the  home  and  common  causes  of 
year-round  asthma.  A child  living  on  a farm 
is  potentially  exposed  to  many  more  anti- 
genic substances  than  one  who  lives  in  a city. 
Recent  studies  by  Chobot  and  co-workers^ 


■Read  at  the  annual  meeting  of  the  South  Dakota 
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TABLE  2 

Important  Etiologic  Factors  in 
Asthma  of  Children 
Inhalant:  Seasonal:  pollens,  molds 

Nonseasonal:  home,  school,  father’s 
occupation,  animals 

Infectant:  Infections  of  respiratory  tract 
Ingestant:  Food,  drugs,  gums 
Injectant;  Serums,  antibiotics,  vaccines,  bio- 
logicals 

Psychogenic;  Maternal  rejection,  others 
Precipitant:  Variations  in  temperature  or 
humidity,  exertion 

have  shown  that  respiratory  infection  is  the 
most  important  cause  of  asthma  in  children 
living  in  the  New  York  area.  We  find  that 
such  infections  are  also  important  etiologic 
factors  in  children  living  in  the  Middle  West. 

The  symptomatic  treatment  of  asthma  is 
dependent  on  a knowledge  of  pathologic 
changes.  A number  of  the  pertinent  changes 
are  listed  in  table  3. 

TABLE  3 

Perfineni  Pathologic  Changes  in 
Children  Having  Asthma 
Edema  of  submucosa  of  tracheobronchial  tree 
Spasm  of  intrinsic  bronchial  musculature 
Hypertrophy  of  smooth  muscle 
Secretion  of  thick  tenacious  bronchial  mucus 
Eosinophilia  (bronchi  and  blood) 

Asphyxia 

Mucus  plugs 

Edema  of  larynx  and  tracheobronchial 
tree 

Dehydration 

Emotional  unrest  (anxiety) 

The  Individual  Child 

The  present  trend  in  medicine,  fortunately, 
is  toward  the  treatment  of  patients  having 
disease — not  disease  in  patients.  This  means 
that  in  order  to  properly  treat  a child  having 
asthma  one  should  know  the  child,  a fact  with 
which  family  doctors  have  always  been  fam- 
iliar. One  should  know  the  youngster’s  tem- 
perament, how  he  gets  along  with  his  family 
and  friends,  what  he  does  and  what  he  likes 
to  do.  One  should  know  in  the  case  of  any 
child  having  chronic  or  recurrent  asthma 
whether  any  emotional  problems  exist.  Ma- 
ternal rejection  is  thought  to  be  the  most 
common  of  this  type  of  problem  encountered. 
This  may  take  the  form  of  neglect  or  mis- 


treatment of  the  child  by  the  mother,  separa- 
tion of  the  child  from  her  or  an  attitude  of 
overconcern  for  the  child  on  the  mother’s 
part  to  compensate  for  her  true  feelings  to- 
ward the  youngster. 3 

One  should  also  know  how  disturbed  the 
patient  and  his  family  become  when  an  asth- 
matic attack  occurs  and  how  the  youngster 
takes  medicine.  Furthermore,  one  should 
know  how  well  directions  for  cleanup  of  dust 
can  be  followed  if  given. 

Treatment 

Since  the  first  contact  the  physician  has 
with  a child  having  asthma  is  during  an  acute 
attack,  it  is  perhaps  best  to  consider  first  the 
drugs  and  other  means  of  treatment  available 
for  handling  such  a situation. 

It  is  often  wise  to  put  the  child  to  bed  but 
preferably  in  a dust-free  and  pollen-free  en- 
vironment. The  drugs  which  are  available  to 
counteract  spasm  and  edema  are  listed  in 
table  4. 


. TABLE  4 

Drugs  Useful  in  Treating  Asthma 


GrouD 

Drug 

Adainistration 

Sympatliomiaetic 

Epinephrine 

Subcutaneous ; 

(counteract  bronchospasn 

nebulization 

by  syapathetlc  stlQult" 

Racessic  epinephrine 

Hebulisation 

tlon) 

(vaponepbrine) 

Ethyl norepinephrine 

(butanef rine) 

Subcutaneous 

Isopropyl  epinephrine 

Sublingual ; 

(aludrine , aleudrin. 

nebuliaatioo; 

isuprel , isoDorin , 

Inhalation 

aoriisodriis) 

Ephedrine 

Oral 

Props dr ine 

Oral 

Cyclopentasine 

(clopane) 

Oral 

Orthoxine 

Oral 

Theophylline 

Oral;  rectal 

Tbeopbyllla# 

Theophylline 

Oral;  rectal; 

(couateraet  broacbospana 

ethylenediaiBlQe 

intraveoous 

by  direct  relaxiisf  effect 

on  SBOOtb  auscle) 

(aaioophyllioe) 

Though  the  early  hope  that  the  antihista- 
minic  drugs  would  be  helpful  in  the  treat- 
ment of  all  patients  with  asthma  has  not  been 
borne  out,  some  children  are  helped  by  their 
use.  These  drugs  are  best  used  early — vir- 
tually prophylactically.  It  is  often  best  to 
combine  their  use  with  that  of  an  expectorant 
such  as  potassium  or  sodium  iodide. 

Table  5 lists  the  methods  of  thinning  secre- 
tions of  the  tracheobronchial  tree.  In  almost 
every  instance  of  death  of  a child  from  asth- 
ma, obstruction  of  most  of  the  bronchial  tree 
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TABLE  5 

jjethods_a^d_to;ugs^^il_Thim>ing^  Secretions  in  the  Bronchial  Tree 


Agent 

Method  of  Adninistratlon 

Dose 

Moist  air 

Steam  toon 

Steam  tent 

Mechanical  humidifier 

High  humidity 

Moist  oxygen 

Mechanical  humidifier  in 

oxygen  tent 

Nebulizer 

Ample 

Iodides 

(sodiuB  or 

potassium) 

Oral,  in  saturated 

aqueous  solution 

5 drops  t.i.d.  (age  2 yr . ) 

25  drops  t.i.d.  (age  8 to  10  yr.) 

Smaller  doses  may  suffice 

Ipecac 

Oral,  as  syrup,  for 

emetic  effect 

1 teaspoonful,  repeated  if  neces- 
sary 

has  been  demonstrated  at  necropsy;  hence, 
we  insist  on  the  use  of  moistening  agents  in 
treatment. 

Maintenance  of  an  adequate  intake  of  fluid 
is  essential.  Should  the  oral  intake  be  too 
small  it  should  be  supplemented  by  intra- 
venously or  subcutaneously  administered 
fluids. 

Bronchoscopy  is  sometimes  necessary  to 
remove  inspissated  plugs  of  mucus. 

If  the  asthmatic  attack  is  associated  with  or 
apparently  initiated  by  infection,  the  use  of 
one  of  the  antimicrobial  agents  is  indicated. 
We  sometimes  find  that  inhalation  of  penicil- 
lin dust  or  nebulized  mist  of  penicillin  or  of 
penicillin  and  streptomycin  is  more  effective 
than  are  the  same  drugs  when  given  by  in- 
jection. 

The  use  of  helium  and  oxygen  is  sometimes 
necessary.  These  are  given  by  BLB  mask — 
not  in  a tent. 

Corticotropin  (ACTH)  and  cortisone  are 
useful  adjuvants  in  the  treatment  of  status 
asthmaticus,  if  other  measures  have  failed. 
Their  use  is  sometimes  lifesaving.  However, 
the  repeated  or  long-continued  use  of  these 
hormones  is  to  be  discouraged  in  children. 
There  is  one  report  of  a death,  during  an  at- 
tack of  asthma,  of  an  adult  who  had  taken 
cortisone  orally  for  some  time. 4 These  hor- 
mones are  contraindicated  when  the  patient 
has  one  of  the  following  associated  conditions: 
tuberculosis,  duodenal  or  gastric  ulcer,  con- 
gestive heart  failure,  psychosis,  convulsive 
disorder,  syphilis,  hypertension,  nephritis,  a 
pyogenic  infection,  or  sometimes  in  diabetes. 

Sedation  to  some  extent  is  often  necessary 
but  no  child  having  bronchial  obstruction 
should  be  given  a sedative  until  the  obstruc- 
tion has  been  removed.  The  barbiturates  are 


the  best  drugs  for  sedation.  Narcotics  should 
never  be  used. 

When  the  acute  attack  is  over,  a more  ade- 
quate investigation  can  be  carried  out  as 
previously  outlined. 

Removal  of  the  offending  antigen  or  anti- 
gens from  the  patient’s  environment  is  the 
ideal  form  of  treatment.  When  the  patient 
has  seasonal  trouble,  it  is  desirable  that  he 
reside  during  the  season  in  another  section  of 
the  country  where  the  speciflc  pollen  is  not 
present;  this,  too  often,  is  not  possible.  When 
the  patient  has  perennial  trouble,  every  effort 
should  be  made  to  eliminate  the  etiologic  fac- 
tors, at  least  from  his  bedroom;  this  usually 
means  establishing  a dust-free  bedroom.  This 
is  often  an  effective  means  of  treatment  but 
it  must  be  carried  out  meticulously.  If  the 
pillow  and  mattress  are  not  made  of  foam 
rubber,  they  should  be  enclosed  in  dust- 
impervious  covers,  preferably  ones  made  of 
rubberized,  not  plastic,  material.  Fuzzy  toys 
should  be  eliminated.  Two  commercially 
available  water-in-oil  emulsions  may  be  help- 
ful in  keeping  the  dust  in  rugs  and  furniture. 
It  has  even  been  suggested  that  fuzzy  toys  be 
dunked  in  these  solutions.  Treatment  of  rugs 
and  stuffed  furniture  with  such  solutions 
must  be  repeated  at  least  once  a year.  Re- 
moval of  the  patient  from  the  farm  is  some- 
times necessary. 

Specific  desensitization  is  usually  indicated 
if  the  patient  is  having  asthma  in  season  due 
to  sensitivity  to  pollen.  Desensitization  to 
house  dusts  and  molds  is,  in  our  experience, 
only  occasionally  indicated. 

Breathing  exercises  are  of  help  to  some 
children.  The  best  instruction  booklet  for 
that  purpose  is  published  by  the  Asthma  Re- 
search Council  of  Great  Britain. ^ 

SUMMARY 

The  proper  management  of  a child  having  asthma 
depends  on  establishment  of  the  correct  diagnosis, 
knowledge  of  the  etiology  and  pathology  of  the 
disease,  knowledge  of  the  individual  child,  and 
knowledge  of  the  means  of  treatment. 
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The  Responsibility  of  the  Medical 
Profession  for  Mental  Health* 

Roy  E.  Jernstrom,  M.D.,  Rapid  City,  S.D. 

President,  S.D.S.M.A. 


I would  like  to  divide  this  subject  into  three 
parts:  namely  the  responsibility  of  the  profes- 
sion as  a whole;  the  responsibility  of  the 
psychiatrist  and  the  responsibility  of  the  gen- 
eral practitioner. 

By  the  medical  profession  as  a whole,  I 
mean  for  example  in  South  Dakota,  the  State 
Medical  Association.  I do  not  mean  the  in- 
dividual doctors  but  rather  the  organizations 
that  represent  them,  such  as  the  State  So- 
ciety, the  District  Societies  and  the  Hospital 
Staffs.  Also  included  should  be  the  AMA  and 
all  other  organizations  of  medicine.  There  are 
none  of  them  no  matter  how  far  they  may  be 
removed  from  care  of  mental  health  that  they 
indirectly  do  not  have  a responsibility  to- 
wards the  promotion  of  mental  health  and 
prevention  of  mental  disease.  One  definition 
of  public  health  is  the  prevention  of  diseases 
and  the  promotion  of  health.  Let’s  just  add  the 
word  mental  and  we  will  have  a good  def- 
inition of  mental  public  health.  Namely  the 
prevention  of  mental  diseases  and  promotion 
of  mental  health. 

Organized  medicine  has  the  responsibility 
to  assist  all  sound  programs  for  the  promotion 
of  mental  health  and  prevention  of  mental 
disease.  Th^.s  organization  I think  is  primarily 
interested  in  the  public  health  angle  rather 
than  the  treatment.  The  more  prevention  we 
have  the  less  treatment  necessary.  The  public 
health  program  has  almost  eliminated  such 
diseases  as  small  pox  and  diptheria.  The  elim- 
ination of  mental  disease  is  not  so  easy,  but 
neither  is  the  elimination  of  cancer  or  polio. 
However  we  give  our  time  and  money  freely 
for  these  programs.  Should  we  not  do  the 
same  for  the  probably  far  greater  problem, 
mental  disease.  I know  our  medical  societies 
are  not  as  interested  in  medical  health  prob- 
lems as  much  as  they  should  be,  but,  the 


* Presented  at  the  5th  Annual  Meeting  of  the  S.  D. 
Mental  Health  Association,  Rapid  City  S.  D., 
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modern  approach  to  mental  disease  is  chang- 
ing rapidly  and  it  takes  time  and  education 
to  transmit  these  changes  to  a profession 
which  already  is  forced  to  go  in  high  gear  to 
keep  up  with  changes  in  treatment  of  organic 
disease.  I know  the  societies  are  interested  in 
mental  health  because  our  scientific  programs 
often  include  men  trained  in  mental  disease. 
We  are  anxious  to  learn,  we  are  anxious  to 
help.  Give  us  time  and  the  AMA  down  to 
the  smallest  unit  will  be  100%  with  you  on 
this  program. 

We  now  come  to  the  responsibility  of  the 
psychiatrist  for  mental  health.  I am  no  psy- 
chiatrist and  do  not  feel  capable  of  develop- 
ing this  theme  to  any  great  extent.  I do  know 
that  we  have  had  psychiatrists  talk  at  our 
medical  meetings  and  have  learned  a great 
deal  from  them.  I know  they  give  their  time 
with  little  or  no  compensation  to  help  along 
psychiatric  clinics.  I feel  their  main  respon- 
sibility, besides  treating  their  patients,  is  to 
give  guidance  to  organizations  such  as  this. 

Finally  we  come  to  the  responsibility  of  the 
general  practitioner  and  all  specialists  who 
are  not  specializing  in  psychiatry.  I feel  I 
come  in  this  category.  I have  done  both  gen- 
eral practice  and  to  some  extent  specialized 
work.  On  our  group  will  largely  depend  the 
success  of  selling  mental  health  to  the  public. 
We  have  two  responsibilities  — one  to  help 
promote  mental  health  programs;  the  other 
to  learn  to  recognize  mental  disease  and  to 
learn  to  distinguish  between  those  we  can 
treat  and  those  that  should  go  to  a psy- 
chiatrist. What  probably  is  just  as  important 
is  for  us  to  recognize  conditions  which  in 
themselves  are  not  mental  disease  but  will 
lead  to  it  if  not  corrected. 

Medical  practice  today  is  in  many  ways 
very  excellent  and  is  constantly  improving. 
Examinations  are  made  more  thorough  and 
surgery  is  becoming  even  safer  and  more 
brilliant.  Physicians  are  being  better  trained 
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both  as  specialists  and  general  practitioners. 
However  this  advancement  is  largely  con- 
fined to  organic  disease.  Our  training  in 
functional  and  mental  disease  is  inadequate. 
We  feel  that  our  examination  is  not  complete 
unless  we  can  find  some  organic  defect  to 
account  for  the  patients  complaints.  We  fail 
to  think  of  the  brain  as  a possible  source  of 
the  patients  ills.  We  fail  to  realize  that  the 
patients  ills  are  due  to  heredity,  overwork, 
worry,  unwise  living  or  thinking,  or  some 
personal  tragedy.  After  an  examination 
which  shows  nothing  wrong  we  tell  them 
there  is  nothing  wrong  and  think  we  have 
solved  their  complaint.  Often  this  is  not 
enough.  We  have  failed  to  ask  them  the  right 
question  that  will  cause  them  to  really  tell 
us  why  they  came.  Or  we  may  find  some 
minor  organic  disease  and  treat  it  medically 
or  operate  as  indicated.  The  patient  is  no 
better  because  this  minor  ailment  was  really 
not  giving  them  any  trouble.  Their  disease 
was  on  a mental  basis  but  we  did  not  have 
the  skill  to  learn  this.  In  the  future  as  more 
and  more  emphasis  is  placed  on  mental 
health  we  doctors  will  become  more  skilled 
in  treating  these  neuroses  and  minor  psys- 
choses. 

As  individual  physicians  we  also  owe  it  to 
the  public  that  we  support  mental  health  pro- 
grams, especially  those  that  are  of  a preven- 
tive nature.  We  have  to  help  such  organiza- 
tions as  this  to  publicize  the  need  of  mental 
health  programs  in  our  schools.  Mental  di- 
sease, as  I said  before,  has  a public  health  angle 
as  well  as  the  treatment  angle.  The  medical 
profession  is  100%  behind  public  health 
whether  it  is  organic  or  mental  disease.  Pre- 
vention of  organic  disease  has  gone  a long 
ways.  We  as  physicians  sincerely  hope  that 
some  day  prevention  of  mental  disease  will 
catch  up  with  the  prevention  of  organic  di- 
sease. We  both  as  a group  and  as  individuals 
have  not  in  the  past  supported  mental  health 
programs  as  we  should.  But  I want  to  assure 
you  that  we  realize  what  a wonderful  work 
your  organization  is  doing  and  that  in  the 
future  we  will  do  our  utmost  to  help  you 
achieve  the  goal  to  which  you  are  striving.  I 
wish  to  thank  for  this  opportunity  to  address 
you. 
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From  where  I sit 
j^y  Joe  Marsh 


Going  . . . Going  . . . 
Almost  Gone 

Granny  Robinson  put  on  quite  a 
show  the  other  night  at  the  White  Ele- 
phant auction  at  the  Women’s  Club. 

Towards  the  end  of  the  evening,  she 
had  the  ladies  really  battling  for  any- 
thing she  put  up.  “What  am  I hid  for 
this  woman’s  lovely  black  coat  here — 
good  as  new?  Who’ll  say  ten  dollars?” 
she  asked. 

Granny  held  the  coat  up,  and  com- 
menced describing  the  lining,  sleeves, 
buttons — really  “selling  hard.”  Then, 
suddenly,  she  took  a close  look  and 
blurted  out  “Land  sakes,  no  more  bid- 
ding— this  is  my  own  coat!” 

From  where  I sit,  what  almost  hap- 
pened to  Granny  was  good  for  a laugh, 
but  sometimes  when  people  “get  car- 
ried away”  with  their  own  talk  it’s  not 
so  funny.  Like  those  who  would  tell 
others  how  to  practice  their  profession 
. . . like  those  who  would  interfere  with 
my  right  to  a temperate  glass  of  beer.  I 
suggest  we  hold  on  to  our  opinions — 
and  believe  in  them — but  take  a close 
look  at  them  before  we  try  to  “sell” 
them  to  our  neighbor! 
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CODE  OF  ETHICS 

For  Cooperation  Between 
Physicians,  Hospitals,  Press  and  Radio 

RECOGNIZING  THE  MUTUAL,  ethical,  moral  and  legal  responsibilities  of  the  medical 
profession,  the  hospitals,  the  press  and  the  radio  to  the  public,  these  groups  in  South 
Dakota  do  hereby  establish  the  following  code  of  cooperation: 

SOCIETY  SPOKESMEN 

1.  Designated  spokesmen  for  the  state  and  district  medical  societies  will  be  available  to 
representatives  of  the  press  and  radio  to  give  information  promptly  on  health  and  medical 
subjects.  When  advisable,  these  spokesmen  may  be  quoted  by  name  and  title  and  this  shall 
not  be  considered  a breach  of  the  medical  code  of  ethics.  The  executive  offices  of  the 
South  Dakota  State  Medical  Association  shall  be  available  at  all  times  to  provide  factual 
information. 

INFORMATION  AVAILABLE 

2.  In  the  matter  of  private  practice,  the  wishes  of  the  attending  physician  or  surgeon  will 
be  respected  regarding  the  use  of  his  name  or  a quotation.  He  will  give  information  to 
the  press  and  radio  where  this  does  not  jeopardize  the  doctor-patient  relationship  or 
violate  the  confidence,  privacy  or  legal  rights  of  the  patient  (and  it  shall  in  no  way  be  a 
breach  of  the  medical  code  of  ethics  for  him  to  do  so)  as  follows: 

(a)  In  cases  of  accident  or  other  emergency:  The  nature  of  the  injury  when  ascer- 
tained, degree  of  seriousness  and  probable  prognosis. 

(b)  In  cases  of  illness  of  a personality  in  whom  the  public  has  a rightful  interest: 
The  general  nature  of  the  illness,  its  gravity  and  current  condition. 

(c)  In  cases  of  unusual  illness,  injury  or  treatment:  The  above  information  together 
with  any  scientific  information  which  will  lead  to  a better  public  understanding  of  the 
progress  of  medical  science.  Any  physician  becoming  aware  of  such  a case  will  notify  the 
designated  spokesman  of  his  local  medical  society  at  once  for  immediate  communication 
of  appropriate  information  to  the  press  and  radio. 

HOSPITAL  STAFF  SPOKESMEN 

3.  Members  of  the  staff  of  each  hospital  will,  in  the  absence  of  or  at  the  request  of  the 
attending  physician,  designate  official  spokesmen  who  shall  be  competent  to  give  authori- 
tative information  to  the  press  and  radio  about  emergency  or  unusual  cases  at  any  time, 
but  this  information  shall  not  be  such  as  to  jeopardize  the  hospital-doctor-patient  relation- 
ship or  violate  the  confidence,  privacy  or  legal  rights  of  the  patient. 

NEWSPAPER  AND  RADIO  PRACTICE 

4.  Representatives  of  the  press  and  radio  recognize  that  the  first  obligation  of  the  phys- 
ician and  hospital  is  to  safeguard  the  life  and  health  of  the  patient  and  they  will  give  this 
full  consideration  in  actions  and  requests  pertaining  to  news  coverage  of  illness  or  acci- 
dent cases.  Press  and  radio  representatives  affirm  that  information  about  such  cases  is  not 
sought  to  “exploit”  any  patient,  doctor  or  hospital,  but  only  to  report  promptly  and  ade- 
quately news  of  general  interest.  Quotations  directly  or  by  name  will  be  made  only  upon 
consent  of  the  spokesman  quoted.  In  all  matters  concerning  health  or  medical  news,  rep- 
resentatives of  the  press  and  radio  will  make  all  reasonable  efforts  to  obtain  authentic 
information  from  the  qualified  sources  indicated  above  before  proceeding  to  publication 
or  broadcast. 

JOINT  COMMITTEE 

5.  A joint  committee  of  the  groups  represented  will  meet  from  time  to  time  to  review 
the  operation  of  the  code.  Membership  of  this  committee  will  consist  of  two  represen- 
tatives from  each  group  — the  South  Dakota  Press  Association,  the  South  Dakota  Asso- 
ciated Press  Association,  the  South  Dakota  State  Medical  Association,  the  South  Dakota 
Broadcasters  Association  and  the  South  Dakota  Hospital  Association  — such  representa- 
tives to  be  named  by  the  executive  body  of  each  group. 
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by  Roy  E.  Jernstrom,  Rapid  City,  S.  D. 


This  letter  is  being  written  the  early  part  of  October.  By  the 
time  you  read  it  a new  president  of  the  U.S.A.  will  have  been  elec- 
ted. If  an  administration  favorable  towards  socialism  has  been 
elected  we  will  have  to  redouble  our  efforts  to  inform  the  public 
about  the  fallacy  of  compulsory  health  insurance  and  what  is  more 
important  continue  to  improve  our  services  to  the  public  and  also 
equally  important  improve  our  public  relations  program.  We  can 
preserve  our  system  of  medical  care  if  we  are  willing  to  fight  with 
our  time  and  our  money. 

If  an  administration  favorable  towards  free  enterprise  is  elected 
we  still  have  to  improve  our  service  and  public  relations.  We  can’t 
afford  to  be  good  boys  only  when  the  heat  is  on. 

I would  like  to  talk  about  public  relations.  I like  what  the 
Connecticut  doctors  have  been  doing.  They  took  a careful  look  at 
their  public  relations  problems  and  came  up  with  this  decision, 

“Whenever  medical  organizations  have  inaugurated  community 
service  programs  they  have  won  the  warm  support  and  friendly  un- 
derstanding of  the  people.  This  is  a new  frontier,  a friendly  Main 
Street  Frontier,  where  the  high  ideals  of  medicine  can  reach  beyond  the  sickbed,  the  doctors  office,  and 
the  hospital.” 

Here  in  South  Dakota  we  also  have  been  public  relations  minded.  Of  course  the  program  has  varied  in 
different  districts.  Some  districts  have  had  practically  no  public  relations  program  whatsoever.  Your 
state  officers  can  advise  but  each  district  has  to  decide  what  kind  of  a program  they  want  and  then  with 
hard  work  make  it  function.  The  following  activities  have  been  mentioned  before,  but,  I would  like  to 
give  you  a list  of  suggested  activities.  Please  cut  them  out  and  keep  them  for  reference.  Then  at  your 
next  district  meeting  select  the  ones  you  think  are  most  important  for  your  district  and  get  them  started. 
I think  the  councillor  and  district  officers  should  take  the  lead  in  this.  Here  are  activities  suggested  by 
Connecticut: 

1.  Establishment  of  emergency  call  systems 

2.  Formation  of  committees  to  adjust  patients  complaints 

3.  Guarantee  of  physicians  services  for  everyone 

4.  Advancement  of  voluntary  health  insurance 

5.  Active  support  of  the  American  Medical  Association’s  National  Education  Campaign 

6.  Improvement  of  relations  with  press,  radio,  and  community  groups 

7.  Information  program  for  association  members 

A folder  was  also  printed  with  cooperation  of  the  Womens  Auxiliary  and  this  folder  was  distributed 
to  all  the  members  of  the  Auxiliary.  It  told  the  women  how  they  could  keep  in  this  public  relations 
program. 

I hope  each  district  will  select  at  least  one  activity  and  make  it  successful.  Many  districts  already  have 
one  or  more  of  these  activities.  1 doubt  if  any  of  them  have  them  all.  The  secretary  should  write  John 
Foster  for  information  on  any  activity  in  which  they  are  interested.  If  he  doesn’t  have  the  information 
he  can  get  it  for  you.  Remember  tho,as  I have  said  before,  public  relations  begin  in  the  office  with 
you  and  your  office  help.  The  wrong  type  of  office  help  can  ruin  your  best  efforts. 

The  Press-Radio-Hospital-Medical  code  of  cooperation  is  nearing  its  completion.  It  has  now  been 
officially  accepted  by  the  Associated  Press,  the  S.  D.  Press  Association,  the  S.  D.  Radio  Broadcaster  Asso- 
ciation, and  the  S.  D.  Medical  Association.  The  Hospital  Association  has  not  as  yet  officially  accepted  it. 
At  their  October  meeting  in  Rapid  City  they  wished  to  give  their  members  more  time  to  study  it.  They 
had  held  no  executive  officers  meeting  since  the  Code  was  first  presented  to  their  president  and  the  mem- 
bers knew  nothing  about  it.  However,  we  in  Rapid  City  are  starting  immediately  to  use  the  Code  and  our 
local  hospital  administrators  are  heartily  in  favor  of  the  Code  and  are  cooperating  nicely.  The  provisions 
of  the  Code  are  only  half  of  it;  unless  we  all  go  into  it  with  an  earnest  desire  to  cooperate  it  will  fail.  The 
S.  D.  Medical  Association  initiated  this  Code.  I urge  everyone  of  you  to  read  the  code  carefully  and  ask 
that  you  go  out  of  your  way  to  show  the  other  groups  that  the  doctors  are  doing  their  part.  If  we  show 
the  Press  and  Radio  that  we  want  to  give  them  legitimate  news  they  will  in  turn  report  news  accurately 
and  will  also  be  our  friends  and  see  to  it  that  news  that  is  unfairly  derogatory  to  us  is  not  published.  Get 
acquainted  with  your  press  and  radio  reporters.  They  have  their  problems  the  same  as  we  do.  They  will 
meet  you  half-way.  We  should  not  ask  them  to  go  further. 

Along  with  better  Press-Radio  relations  is  better  community  relationship.  Doctors  have  been  in  some 
areas  justly  criticized  for  not  being  civic  minded.  We  refuse  to  be  candidates  for  public  office;  we  refuse 
to  serve  in  civic  committees.  We  say  we  are  too  busy.  Look  over  the  men  in  your  community  who  are 
the  civic  workers.  Most  often  they  are  the  men  who  devote  50  to  100  hours  a week  to  their  own  business 
but  still  take  time  to  serve  on  worthwhile  civic  committees.  We  have  had  the  benefit  of  both  a scientific 
and  cultural  education.  We  must  have  some  functioning  gray  matter  or  we  wouldn’t  have  graduated.  Don’t 
we  owe  it  to  our  communities  to  serve  them  in  matters  besides  medical  care?  Next  time  you  are  asked  to 
serve  say  that  you  will  gladly  do  so  to  the  best  of  your  ability.  Let’s  not  continue  to  say,  “You  know  I 
am  a doctor  and  my  time  is  not  my  own.”  If  we  really  want  to  find  the  time  we  can  do  so.  Of  course  it 
will  be  a sacrifice  but  how  about  the  busy  businessman?  Don’t  you  think  he  also  has  to  make  a sacrifice? 

Please  give  careful  thought  to  the  merits  of  the  American  Medical  Education  Fund  and  to  the  South 
Dakota  Medical  School  Endowment  Fund  and  then  give  to  both  of  them  as  you  see  fit. 
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POLIO  REPORTING 

The  editors  of  the  Journal  are  pretty  well 
sold  on  the  patience  and  cooperation  of  the 
average  South  Dakota  physician  to  fill  out 
reports  and  to  forward  them  to  the  proper 
agencies. 

Recently,  we  learned  that  there  have  been 
some  laxities  in  reporting  polio  cases  to  the 
State  Board  of  Health,  in  one  case  the  reports 
came  in  three  years  late.  We’ll  acknowledge 
that  these  reports  don’t  contribute  much  to 
the  cure  and  rehabilitation  of  polio  patients 
but  it  does  make  it  difficult  for  the  National 
Foundation  for  Infantile  Paralysis  to  pay  the 
patients’  bills  when  they  take  over  that  obli- 
gation. The  Foundation  has  to  have  a rule- 
of-thumb  to  determine  when  payment  should 
be  made  in  meritorious  cases.  The  first  rule 
they  use  is  the  one  that  says  “the  case  shall 
have  been  reported  to  the  State  Department 
of  Health.” 

Many  insurance  policies  also  insist  that 
records  must  show  that  cases  of  poliomyelitis 
must  have  been  reported  as  definite  cases  to 
the  State  Board  of  Health  before  they  will 
make  payments  on  their  policies.  By  failure 
to  report  a case  of  poliomyelitis  to  the  State 
Board  of  Health  you  may  prevent  your  pa- 
tient from  collecting  compensation  to  which 
they  are  justly  entitled. 

So  — we  urge  you  to  help  the  Foundation, 
the  Department  of  Health,  and  yourself  by 
reporting  polio  cases  promptly. 


IF  YOUR  PATIENT  IS  BEING  INDUCTED 

(The  following  is  reprinted  from  the  Journal  of  the  Medical 
Society  of  New  Jersey,  April  1952  because  of  its  application  in 
this  state). 

The  family  doctor’s  carelessness  about  an- 
swering letters  from  the  induction  station  has 
resulted  in  wastage  of  time,  money  and  effort 
in  obtaining  supportive  medical  history;  and 
may  cause  an  occasional  improper  induction. 
At  the  Newark,  N.  J.  Station,  for  example, 
it  is  necessary  to  send  to  private  practitioners 
about  100  letters  a month  asking  for  the  selec- 
tee’s case  history.  About  83  of  these  letters 
are  answered  within  4 weeks;  7 more  are 


answered  after  the  station  sends  a follow-up 
query  a month  later;  and  the  remaining  10 
letters  are  blandly  ignored  by  the  doctors 
even  after  numerous  requests. 

When  a pre-inductee  reports  a disorder 
which  is  not  detectable  at  a single  physical 
examination  (asthma,  for  example;  or  epilep- 
sy), the  station  asks  the  doctor  for  a case  re- 
port. What  is  wanted  is  the  same  kind  of 
report  a conscientious  physician  sends  to  a 
medical  colleague.  These  reports,  remember, 
go  to  the  medical  officers  at  the  induction  sta- 
tion: they  go,  in  other  words,  to  our  profes- 
sional brethren. 

What  can  the  induction  station  do  when  the 
doctor’s  report  is  manifestly  inadequate,  or 
when  the  query  is  ignored?  They  either  send 
the  selectee,  for  observation,  to  an  Army  hos- 
pital — meaning  a considerable  loss  of  time 
and  a considerable  nuisance  to  the  young 
man,  plus  the  cost  (to  you  and  other  tax- 
payers) of  transportation  and  hospitalization; 
or  he  must  be  given  several  physical  examina- 
tions after  which,  if  no  evidence  of  the  alleged 
illness  is  found,  he  will  be  inducted.  If  later 
he  shows  clinical  manifestations,  the  Govern- 
ment must  go  to  considerable  expense  to  dis- 
charge him,  and  there  is  no  calculating  the 
cost  to  the  young  man  in  unnecessarily  inter- 
rupted business  or  college  life.  All  of  this 
would  have  been  avoided  by  a compact  re- 
port from  the  family  doctor. 

Of  the  answers  that  are  sent,  about  one  half 
are  of  the  one-line  variety  that  no  doctor  can 
be  proud  of.  “I  treated  John  Smith  for  asthma 
5 years  ago”  is  a typical  example.  Of  what 
value  is  this  in  determining  the  selectee’s 
military  fitness?  It  can  be  stated  that  if  the 
answer  includes  laboratory  findings,  summar- 
izes the  history,  recites  the  effectiveness  (or 
ineffectiveness)  of  treatment,  and  otherwise 
measures  up  to  sound  standards,  the  result 
will  be  that  the  young  man  will  be  considered 
as  having  the  condition  which  his  private 
practitioner  diagnosed,  and  will  be  classified 
accordingly.  If  the  doctor  fails  to  support  his 
own  patient’s  story,  either  by  sending  a hope- 
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WILLIAM  F.  BUSHNELL.  M.D. 

1881-1952 

Dr.  William  F.  Bushnell,  who  would  have 
been  71  on  October  27,  passed  away  in  a Sioux 
City  hospital  on  October  6. 

Dr.  Bushnell  came  to  Elk  Point,  South 
Dakota  in  1906  where  he  has  practiced  ever 
since  except  for  a brief  period  in  World  War  I 
when  he  served  as  a Captain  in  the  Army 
Medical  Corps. 

He  had  just  announced  his  intention  to  re- 
tire and  was  looking  forward  to  completing 
fifty  years  of  practice  in  June  1953.  His  only 
other  place  of  practice  was  Freeport,  Illinois 
before  coming  to  Elk  Point. 

Dr.  Bushnell  is  survived  by  a son.  Dr.  John 
Bushnell  of  Sioux  City  and  a daughter,  Mrs. 
Peter  Kramer,  St.  Paul. 


ASTHMA— 

(Continued  from  Page  313) 
matic  and  Psychiatric  Treatment  of  Asthma. 
Baltimore,  The  Williams  & Williams  Company, 
1951,  pp.  632-654. 

4.  Zoss,  A.  R.  and  Zodikoff,  Rudolph;  Report  of 
Death  from  Bronchial  Asthma  During  Cortisone 
Therapy.  Ohio  State  M.  J.  47:825-827  (Sept.) 
1951. 

5.  Asthma  Research  Council:  Physical  Exercises 
for  Asthma.  Ed.  7,  London,  Asthma  Research 
Council,  King’s  College,  1947,  26  pp. 
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lessly  inadequate  reply,  or  by  refusing  to  sub- 
mit any  answer,  then  he  is  certainly  failing 
his  patient  at  a time  when  all  concerned 
really  need  the  information  which  the  doctor 
has  locked  in  his  files.  It  is  uncomfortable  to 
find  that  half  of  the  doctors  queried  by  the 
induction  station  in  this  connection,  have 
failed  to  furnish  the  documentary  evidence 
which  their  own  patient  needs. 


Doctor 

If  you  have  not  as  yet  made  your  contribution 
to  the  American  Medical  Education  Founda- 
tion, why  not  do  it  now? 

Send  us  your  check  payable  to: 

the  American  Medical  Education  Foundation 
300  1st  National  Bank  Building 
Sioux  Falls,  South  Dakota 
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YANKTON  DISTRICT 
HEARS  ROBINSON 

Dr.  David  W.  Robinson, 
Professor  of  Plastic  Surgery 
at  the  University  of  Kansas 
School  of  Medicine  was  the 
principal  speaker  at  the  reg- 
ular Fall  meeting  of  the 
Yankton  District  Medical 
Society  at  the  Yankton  State 
Hospital.  The  title  of  Dr. 
Robinson’s  paper  was,  “In- 
juries of  the  Extremities  — 
The  Coverage  Problem.” 

Dinner  was  served  at  the 
State  Hospital  to  the  doctors 
and  members  of  the  Auxil- 
iary before  the  scientific  ses- 
sion. 


ABERDEEN  DISTRICT 
MEDICAL  SOCIETY 
MEETS  IN  OCTOBER 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  meeting  on 
Wednesday  evening,  October 
1st,  at  the  Sherman  Hotel.  At 
the  business  meeting  follow- 
ing the  dinner  Dr.  J.  D.  Al- 
way.  Councilor  of  the  First 
District,  discussed  the  Amer- 
ican Medical  Education 
Foundation  Fund,  and  gen- 
eral discussion  followed. 

The  scientific  portion  of 
the  meeting  was  provided  by 
Dr.  Paul  S.  Blake,  Minn- 
eapolis, Minn.,  whose  sub- 
ject was  “Head  Injuries.” 


THIRD  DISTRICT 

HEARS  PSYCHIATRIST 

Forty-five  members  and 
wives  of  the  Third  District 
Medical  Society  met  at  the 
Flandreau  Indian  School  on 
October  9th  to  hear  a presen- 
tation on  “Psychiatric  Prob- 
lems Seen  By  The  General 
Practitioner”  by  Dr.  Phillip 
Pugh  of  Sioux  City,  Iowa. 

The  scientific  session  was 
preceded  by  a brief  business 
session  and  a dinner  served 
by  the  personnel  of  the  In- 
dian School.  During  the  bus- 
iness session.  Dr.  James  A. 
Anderson,  Madison  was  ac- 
cepted as  a new  member  and 
the  group  voted  to  sponsor 
the  AAPS  essay  contest. 


STUDENT  AMA 
ANNUAL  MEETING 
SET  FOR  CHICAGO 

Outstanding  leaders  in 
medicine  and  medical  educa- 
tion will  be  featured  on  the 
program  of  the  1952  annual 
session  of  the  House  of  Dele- 
gates of  the  Student  Amer- 
ican Medical  Association  De- 
cember 29-30  at  the  Sheraton 
Hotel,  Chicago. 

Dr.  Walter  C.  Alvarez, 
Chicago,  will  speak  Decem- 
ber 30  on  “The  Disappearing 
Art  of  Diagnosing  with  the 
Eyes  and  Ears.”  John  Van 
Nuys,  M.D.,  dean,  Indiana 


University  School  of  Med- 
icine, will  be  the  principal 
luncheon  speaker  the  same 
day,  discussing  “A  Dean  and 
His  Problems.” 

Also  included  on  the  inten- 
sive two-day  schedule  will  be 
a luncheon  given  by  the  Blue 
Shield  Medical  Care  Plans 
and  a buffet  supper  by  Ab- 
bott Laboratories  of  North 
Chicago. 

It  is  hoped  that  state  and 
county  medical  societies  will 
lend  enthusiastic  support  to 
local  chapters  of  the  SAMA 
by  making  sure  that  they  are 
represented  again  this  year. 


NATIONAL 
CONFERENCE  ON 
TRICHINOSIS 

The  American  Medical  As- 
sociation has  joined  with  the 
U.  S.  Public  Health  Service, 
the  U.  S.  Bureau  of  Animal 
Industry,  the  American  Pub- 
lic Health  Association  and 
the  American  Veterinary 
Medical  Association  in  spon- 
soring a National  Conference 
on  Trichinosis.  The  meeting 
is  scheduled  for  December  12 
at  AMA  Headquarters, 
Chicago. 

It  is  hoped  that  the  Con- 
ference will  stimulate  in- 
terest in  the  need  for  further 
public  education  of  the  dan- 
gers of  trichinosis.  Doctors 
Leonard  W.  Larson,  Bis- 
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marck,  and  J.  J.  Moore, 
Chicago,  were  appointed 
AMA  representatives  by  the 
Board  of  Trustees. 


TV  SHOWS  TO  HIGH- 
LIGHT DENVER 
MEETING 

Plans  are  being  made  to 
present  two  half-hour  net- 
work television  shows  cover- 
ing high  points  of  the  Amer- 
ican Medical  Association’s 
sixth  annual  Clinical  Session 
in  December.  Originating 
from  Denver,  the  telecasts 
will  highlight  Session  activ- 
ities, including  presentations 
of  new  surgical  and  clinical 
demonstrations,  special  scien- 
tific exhibits  and  other  in- 
teresting medical  features. 
The  programs  will  be  of  in- 
terest to  physicians  who  can- 
not attend  the  meeting  as 
well  as  to  the  general  public. 

Present  plans  call  for  coast- 
to-coast  coverage  on  two  dif- 
ferent nights  during  the  meet- 
ing, December  2-5.  Once 
again  the  programs  are  being 
sponsored  by  Smith,  Kline 
and  French,  Philadelphia 
pharmaceutical  firm. 


NEW  RADIO  SERIES  ON 
SPORTS  AND  HEALTH 

A new  series  of  radio  tran- 
scriptions dealing  with  sports 
and  health  subjects  will  be 
available  about  December  15 
from  the  AMA’s  Bureau  of 
Health  Education  for  use  by 
local  radio  stations.  The  pro- 
grams are  based  upon  on-the- 
scene  interviews  with 
Olympic  winners  in  Helsinki, 
Finland,  and  with  national 
champions  and  other  out- 
standing sports  figures  in  this 
country. 

Topics  cover  personal  as- 
pects, athletic  accomplish- 


ments, team  practice  and 
health  values  of  sports. 
Among  those  interviewed 
were  Bobby  Brown,  M.D.,  of 
the  world’s  champion  New 
York  Yankees;  Harrison  Dil- 
lard, Olympic  100-meter 
hurdling  champion,  and 
Julius  Boros,  world’s  national 
champion. 


PR  CONFERENCE 
IN  DENVER 

Th  AMA’s  annual  National 
Medical  Public  Relations 
Conference  will  be  held  Mon- 
day, December  1 — the  day 
before  the  opening  of  the 
Clinical  Session  — at  the 
Shirley-Savoy  Hotel,  Denver. 
Theme  of  the  one-day  meet- 
ing will  be  “Mutual  Under- 
standing . . . the  Key  to 
Better  PR.”  The  Conference 
program  will  be  geared  pri- 
marily for  physicians.  Mem- 
bers of  the  House  of  Dele- 
gates, officers  of  state  and 
county  medical  societies,  of- 
ficers of  the  Association  and 
executive  secretaries  and  PR 
personnel  are  cordially  in- 
vited. 


BLACK  HILLS  DISTRICT 
HEARS  Rh  DISCUSSION 

The  Black  Hills  District 
Medical  Society  met  at  the 
State  Sanitarium  for  Tuber- 
culosis at  Sanator  for  their 
regular  meeting  on  October 
14.  Doctor  Brooks  Ranney  of 
Yankton  presented  a talk  on 
“Rh  Factor”  which  was  dis- 
cussed by  Doctor  V.  V.  Kobza 
of  Rapid  City. 

About  thirty  members  at- 
tended the  meeting  which 
opened  with  a business  ses- 
sion and  ended  with  a lunch 
served  by  the  Sanator  staff. 
Doctor  W.  L.  Meyer  was  in 
charge  of  arrangements. 


BRITISH  FILMS  ADDED 
TO  AMA  LIBRARY 

Two  British  films — “Some 
Aspects  of  Cancer-Skin”  and 
“Some  Aspects  of  Cancer- 
Rectum”  — will  be  available 
about  October  1 from  the 
AMA’s  Committee  on  Med- 
ical Motion  Pictures.  The 
films  are  suitable  for  pro- 
fessional meetings  only. 


NEWS  NOTES 

Proof  that  polio  is  no  re- 
specter of  persons  is  given  by 
the  fact  that  on  October  15, 
Doctor  H.  J.  Grau  was  ad- 
mitted as  a polio  patient  at. 
Hot  Springs. 

*  *  * * 

John  C.  Foster,  executive- 
secretary of  the  medical  as- 
sociation has  been  named 
president  of  the  South 

Dakota  Mental  Health  Asso- 

ciation. 

* * * 

Dr.  Robert  E.  Van  Demark 
attended  the  meeting  of  the 
American  Academy  of  Cere- 
bral Palsy  which  was  held  at 
Durham,  North  Carolina, 
October  2-4. 

* * 

From  the  “National  Mental 
Health  Program  Progress  Re- 
port” we  get  the  following: 
“In  Rapid  City,  South 
Dakota,  Dr.  J.  D.  Bailey,  a 
local  pediatrician  in  private 
practice,  learned  that  the 
Mental  Health  Clinic  for 
Pennington  County  lacked 
essential  recording  equip- 
ment. Due  to  his  efforts,  half 
a dozen  local  businessmen, 
two  banks,  and  the  Rapid 
City  Medical  Center  donated 
over  $800  for  the  clinic’s 
needed  equipment.” 
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Charles  F.  Van  DeWalle,  Editor 


CLINICAL  USES  OF  CORTONE* 

By  Ernest  F.  Scanlon  of  Merck  & Co.,  Inc. 


Every  pharmacist  is  probably  familiar  with 
the  impact  that  CORTONE  has  caused  on  the 
practice  of  medicine  and  familiar  also  with 
the  impact  that  CORTONE  has  had  on  the 
prescription  business.  But,  if  we  are  to  start 
on  consideration  of  the  therapy  of  CORTONE 
in  the  many  diseases,  it  is  well  to  look  at 
least  for  a few  minutes  at  some  of  the  back- 
ground of  CORTONE  therapy. 

CORTONE  has  been  used  in  some  sixty  dis- 
eases, all  of  an  inflammatory  nature.  There 
is  little  real  knowledge  for  the  cause  of  these 
inflammatory  diseases  and  it  is  also  true  that 
the  precise  mode  of  action  by  which  COR- 
TONE accomplishes  the  beneflcial  effects  re- 
mains unknown.  It  is  one  of  the  most  con- 
troversial subjects  in  medicine  and  one  of  the 
most  interesting  because  it  has  helped  to  pro- 
vide an  entirely  new  concept  of  the  nature 
and  treatment  of  a wide  varety  of  illnesses, 
many  of  which  were  formerly  considered  to 
be  unrelated. 

To  consider  first  the  pituitary-adrenal  rela- 
tionship— As  we  can  see,  on  the  first  plate, 
the  pituitary  gland  and  the  adrenal  cortex. 
We  can  see  from  the  system  of  arrows  that 
the  pituitary  gland  is  stimulated  by  nerve  im- 
pulses from  higher  brain  centers,  and  also 
stimulated  by  the  release  of  epinephrine  from 
the  adrenal  medulla.  When  the  pituitary  is 
stimulated,  either  from  higher  brain  centers 
or  by  epinephrine,  it  will  secrete,  among 
many  other  hormones,  the  adrenocorticotropic 
hormone,  ACTH.  ACTH,  imturn,  then  stimu- 
lates the  adrenal  cortex  to  secrete  its  various 
hormones,  some  30  in  nature.  Many  situations 
will  cause  this  pituitary-adrenal  relationship 
to  increase  in  activity,  various  situations 
which  may  be  caused  by  stress  from  exercise. 


* Presented  at  the  S.  D.  Pharmaceutical  Associa- 
tion Meeting,  Rapid  City,  S.  D.,  June  18,  19  and 
20,  1952. 


trauma,  burns,  or  infections,  and  in  many 
instances  diseases,  will  set  up  the  stimulative 
process  so  that  the  pituitary  will  secrete  cor- 
ticotropic.  Corticotropic  then  stimulates  the 
adrenal  cortex  to  produce  Cortisone,  Hydro- 
cortisone and  some  of  the  other  steriods.  First 
the  steriods  are  called  steriods  because  they 
resemble  the  sterol  in  chemical  structure. 
These  steriods  that  are  secreted  by  the  adre- 
nal cortex  under  stimulation  from  the  pitui- 
tary gland  fall  into  three  main  classes.  The 
first  group  of  steriods  that  are  secreted  are  of 
the  Cortisone  group  of  which  the  main  fea- 
ture is  an  oxy  radical  at  carbon  atom  11.  The 
next  group  is  the  desoxycorticosterone,  which 
has  as  a main  feature  no  oxygen  containing 
radical  at  carbon  atom  11.  This  group  of 
chemicals  is  used  in  medicine  to  treat  Addi- 
son’s Disease,  under  various  trade  names.  The 
next  group  of  steriods  that  is  secreted  from 
the  adrenal  cortex  are  the  adrenal  and  rogens 
which  resemble  adrenosterone  and  proges- 
terone. The  important  feature  of  this  group  is 
the  oxygen  at  carbon  atom  11  and  also  an 
oxygen  at  carbon  atom  17. 

On  the  next  slide,  we  can  see  some  of  the 
metabolic  effects  of  CORTONE.  During 
CORTONE  therapy,  particularly  on  high 
dosage,  you  get  an  increase  in  gluconeogene- 
sis  which  accounts  for  the  fact  that  a diabetic 
has  an  increase  in  insulin  requirements.  Also, 
on  high  doses  you  get  a negative  nitrogen 
balance — indicating  that  nitrogen  containing 
tissue  is  being  catabolized.  Also,  you  get  in- 
creased Sodium  retension  and  potassium  ex- 
creation. When  dosage  is  lowered  or  stopped, 
these  changes  revert  to  normal. 

The  use  of  CORTONE  in  the  treatment  of 
rheumatoid  arthritis  is  well  known  to  most 
everyone  in  this  field.  We  can  show  you  here 
a few  slides  showing  the  results  of  therapy 
and  the  most  important  thing,  we  can  tell 
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you  about  therapy  of  rheumatoid  arthritis  and 
the  new  dosage  regimen.  This  regimen  which 
was  worked  out  by  Drs.  Boland  and  Headley 
in  Los  Angeles,  and  Dr.  Hench  and  his  work- 
ers at  Mayo’s  consists  primarily  of  starting 
the  patient  out  at  100  mgs.  per  day,  4 tablets 
a day,  and  given  at  this  level  until  the  patient 
has  about  a 75%  remission;  after  that  the 
dosage  is  then  cut  V2  tablet  every  third  or 
fourth  day  until  a maintenance  dose  is  es- 
tablished. When  once  on  this  maintenance 
dose,  the  patient  will  take  it  for  a rather  in- 
definite period  of  time,  whenever  a ’’fiare-up” 
occurs,  the  dosage  is  stepped  up  to  take  care 
of  it  and  then  again  cut  down  “step-wise”  to 
the  maintenance  level. 

Something  new  in  making  this  lowered 
dosage  regimen  more  effective  or  a little  more 
tailor  made,  as  it  were,  for  the  individual 
patient,  we  have  made  available  5 mgm.  tab- 
lets of  CORTONE,  which  will  enable  the  phy- 
sician to  cut  the  dosage  even  a little  lower 
for  a particular  patient,  and  thus  where  the 
dosage  is  adequate,  say  on  40  mgm.  a day,  the 
patient  will  save  the  cost  of  10  mgm.  a day  in 
therapy  as  a result  of  this  dosage  form. 

On  to  some  of  the  other  indications,  COR- 
TONE has  been  used  in  acute  rheumatic 
fever,  and  in  this  indication,  CORTONE 
therapy,  as  well  as  ACTH  therapy  has  been 
a little  up  in  the  air  as  to  whether  it  is  of 
really  long-term  value.  The  reason  for  this 
situation  is  that  they  haven’t  given  COR- 
TONE over  long  enough  periods  of  time  to 
have  had  an  opportunity  to  listen  to  the  pa- 
tient’s heart  3,  4,  or  5 years  after  the  patient 
has  had  an  attack  of  acute  rheumatic  fever 
and  been  given  CORTONE  therapy.  The  out- 
come of  this,  of  course,  depends  completely 
on  time  but  at  this  point,  many  of  the  workers 
in  this  field  feel  that  CORTONE  therapy  is 
justifiable  because  of  the  responses  to  ther- 
apy. The  patient  who  in  acute  rheumatic 
fever  has  a high  temperature,  a high  sedimen- 
tation rate,  and  has  usually  some  joint  pains 
and  that  sort  of  thing,  on  CORTONE  therapy 
the  temperature  subsides,  the  joint  pain  dim- 
inishes, and  the  BSR  rate  goes  down  to  a fair- 
ly normal  limit.  The  patient  feels  better  and 
looks  better  and  the  hope  is  that  CORTONE 
therapy  will  prevent  the  residual  heart  dam- 
age. So  many  men  were  rejected  from  the 
Army  because  of  heart  trouble,  much  of  this 
caused  by  acute  rheumatic  fever. 


The  next  slides  are  the  inflammatory  eye 
diseases  showing  some  of  the  responses  to 
CORTONE  therapy,  both  topical  and  parental 
or  oral.  Most  of  the  CORTONE  used  in  oph- 
thalmology has  been  a topical  preparation; 
and,  as  you  know,  we  have  three  prepara- 
tions— 2.5%  Suspension,  0.5%  Suspension,  and 
a 1.5%  Ointment.  In  the  severe  or  the  acute 
stages  of  these  processes,  the  2.5  Suspension 
has  been  used  and  the  1.5%  Ophthalmic  Oint- 
ment used  for  overnight  therapy.  After  the 
process  is  fairly  well  under  control,  they  then 
switch  over  to  the  0.5  %>  Suspension.  The  re- 
sponses, as  you  can  see  from  these  slides,  have 
been  very  good. 

In  the  field  of  dermatology,  there  has  been 
equally  dramatic  effects.  A number  of  the 
uses,  as  atopic  dermatitis,  as  we  can  see  from 
the  next  slide,  responds  very  nicely.  In  drug 
rashes,  in  drug  sensitivities,  and  giant  hives 
response  is  often  times  equally  well.  The  next 
slide  on  exfoliative  dermatitis  shows  a very 
nice  response  to  a disease  process  that  is  very 
difficult  to  treat. 

The  last  slide  that  we  have  is  on  acute  Leu- 
kemia and  in  this  indication,  CORTONE  is 
purely  a palliative  measure.  The  morbid  pro- 
cess of  this  disease  goes  on  unaltered  by  COR- 
TONE therapy.  But,  the  patient  feels  better 
on  therapy,  looks  better  and  healthier  while 
he  is  taking  the  drug. 

The  last  thing  on  CORTONE  that  we  will 
mention  is  its  use  in  bronchial  asthma,  an 
indication  which  is  really  very  good.  The 
results  have  been  good  and  they  have  given 
the  drug  usually  in  higher  doses  than  in  rheu- 
matic arthritis.  The  recommended  dosage  for 
CORTONE  in  bronchial  asthma  is  300  mgm. 
the  first  day,  200  mgm.  the  second,  and  100 
mgm.  until  the  process  is  under  control,  then 
“step-wise”  reduced  to  a maintenance  level,  if 
indicated.  If  the  patient  is  seen,  that  is  in 
status  asthamaticus,  the  dosage  may  be  as 
stated  or  even  a little  higher  if  the  patient  is 
in  pretty  severe  condition.  Many  bronchial 
asthma  patients  will  maintain  on  very  small 
doses  that  is  if  they  have  to  take  the  drug 
over  a long  period  time.  We  have  talked  to 
physicians  that  have  had  good  response  with 
low  dosage,  as  low  as  25  mgm.  every  other 
day.  The  dosage  in  bronchial  asthma,  as  you 
can  see,  will  vary  a great  deal. 

We  have  covered  this  whole  field  rather 
hurriedly  and  now,  if  there  are  any  questions 

u ■ 
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that  have  occurred  to  you,  please  feel  free  to 
ask  and  we  will  attempt,  either  Mr.  Mathis  or 
myself,  to  answer  them  to  the  best  of  our 
knowledge. 

To  sum  up  what  we  have  said,  it  seems  in 
order  to  quote  a few  lines  which  Hans  Selye 
said  relating  to  this  field. 

“Disease  consists  of  two  components,  dam- 
age and  defense.  Up  to  now,  medicine  has  at- 
tempted to  attack  almost  only  the  damaging 
pathogen  (to  kill  the  germs,  to  excise  tumors, 
to  neutralize  poisons).  As  regards  defense, 
hitherto,  medicine  limited  itself  to  such  vague 
advice  as  the  usefulness  of  rest,  wholesome 
food,  etc.  A study  of  the  G-A-S  suggests  that 
henceforth  we  will  be  able  to  rely  upon  much 
more  effective  means  of  aiding  adaptation  to 
non-specific  local  or  systemic  injury,  by  sup- 
plementing the  natural  defensive  measures 
of  the  G-A-S,  whenever  these  are  sub- 
optimal.” 


NEWS  ITEMS 

Mr.  and  Mrs.  Waldo  Speirs,  Milbank,  are 
the  proud  parents  of  a another  boy.  Speirs  re- 
cently remodeled  his  prescription  department 


and  invites  any  of  the  fellows  going  up  that 

way  to  stop  in  and  see  it. 

* * * * 

Ted  Husiad,  Wall,  reports  that  he  had  four 
State  Pharmacy  students  employed  in  his 
store  this  summer. 

* ^ jK  * 

Frank  Bockhoven,  Clark,  Treasurer  of  the 
Pharmaceutical  Association  for  many  years 
was  given  a great  ovation  this  year  at  the 
State  Fair  for  his  Fifty  years  of  service  as 
treasurer  of  the  State  Fair  Board.  He  was 
called  out  in  front  of  the  grand  stand  and 

given  a rousing  hand. 

* * * * 

Betty  Lindsey  has  returned  to  Brookings, 
S.  D.,  to  help  her  father,  W.  G.  Ray,  at  the 
drug  store  for  a while.  Betty  has  been  at 
Anchorage,  Alaska  with  her  husband  for  the 
past  two  months. 

Remember 
To  Support 
Your  Advertisers 


* 
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NO  MAGIC  FORMULA 

There  is  no  magic  formula  for  success  in  the  drug  business. 
Success  is  a matter  of  hard  work,  initiative,  judgment- 
in  fact,  all  of  the  elements  of  good  management.  One  of  the 
major  problems  in  successful  management  is  inventory 
control.  To  have  enough  stock — ^yet  not  too  much — is  a 
constant  challenge,  requiring  perpetual  vigilance.  No  better 
method  of  stock  control  has  yet  been  found  than 
that  of  buying  in  accordance  with  current  needs  from  our 
comprehensive  stocks  of  drug-store  commodities. 

For  quick,  complete  service,  send  your  orders  to  us. 

We  are  a Lilly  distribufor. 

BROWN  DRUG  COMPANY 
SIOUX  FALLS,  SOUTH  DAKOTA 


— 324  — 


PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

Chan  Shirley.  Brookings.  South  Dakota 


My  wife  Lou,  and  I are  busy  making  plans  to  attend  the 
big  N.A.R.D.  Convention  in  St.  Louis  on  the  19th  of  October. 

We  are  going  down  there  as  delegates  for  you  South  Dakota 
Pharmacists,  and  it  appears  now  that  we  will  be  doing  so 
‘ alone.  We  should  have  better  representation,  but  it 
does  seem  to  come  at  a very  busy  time.  We  are  going  to  be 
deprived  of  some  excellent  pheasant  hunting  as  the  season 
i opens  on  the  18th  of  October,  which  is  also  Hobo  Day,  and 
the  N.A.R.D.  Convention  begins  the  following  day.  However, 
if  last  year’s  Minneapolis  Convention  is  any  index,  it  certainly  will  be  well  worth  the  sacrifice. 

When  I assumed  the  official  title  of  Fourth  Vice  President,  I asked  one  of  my  former 
school  mates  why  I hadn’t  ever  seen  him  at  a state  convention.  He  came  back  with  this  retort, 
“Oh,  let  the  big  shots  who  have  always  run  the  association  have  all  of  the  glory.”  I must  admit 
that  his  statement  caught  me  off  balance  and,  not  being  too  familiar  with  what  had  tran- 
spired, I let  the  matter  drop.  Now  I’m  beginning  to  realize  that  his  opinion  represents  the  feel- 
ing of  a portion  of  our  association  membership,  who  are  so  immune  to  doing  their  part  that 
they  attempt  to  cover  up  their  failings  with  loud  inaccurate  criticism. 

We  have  a great  profession  — there  are  some  good  things  we  are  losing  and  can’t  help 
lose  if  we  don’t  develop  team-work  and  work  as  a unit  for  what  we  know  is  right.  This  is  one 
of  the  things  your  Executive  Committee  had  in  mind  when  it  elected  to  attempt  a series  of 
District  meetings  throughout  the  state.  A group  of  what  we  hoped  would  be  active  District 
Chairman  were  appointed  and  asked  to  hold  one  meeting  in  each  district  before  January  1st. 
As  far  as  I know,  only  one  meeting  has  been  held,  that  being  a successful  one  at  Mitchell,  and 
I’ve  heard  rumors  of  plans  for  only  two  others.  If  there  aren’t  any  more  held  before  you  read 
this,  chances  are  there  won’t  be  any,  for  we  will  be  well  into  the  Christmas  rush. 

These  districts  weren’t  set  up  necessarily  as  hard  and  fast  areas,  but  more  as  suggested 
nuclei!  as  the  beginning  for  some  plan  of  action.  If  you  fellows  don’t  want  the  meetings,  we 
don’t  want  to  push  them  down  your  throat.  But  on  the  other  hand  if  you  don’t  want  them,  I 
can’t  see  any  basis  for  criticism  on  your  part.  If  you  agree  that  your  district  should  meet,  put 
the  prod  on  your  district  captain.  When  he  didn’t  refuse  the  appointment,  it  meant  that  he 
agreed  to  take  the  lead.  I,  too,  am  surprised  that  he  hasn’t  done  so. 

Yesterday  Dean  Floyd  LeBlanc  showed  me  through  what  will  be  a practically  new  Phar- 
macy Department.  I can’t  describe  it  adequately  except  to  say  that  it  has  great  possibilities 
and  I’m  sure  that  you  are  welcome  to  stop  in  and  look  around  when  in  Brookings.  In  fact,  I 
think  that  the  Staff  up  there  on  the  hill  will  be  disappointed  if  you  don’t.  We  probably  forget 
that  our  Pharmacy  instructors  are  also  Pharmacists  and  mightly  fine  fellows.  They  are  genu- 
inely interested  in  retail  Pharmacy  and  welcome  the  opportunity  to  visit  with  you.  Keep  it 
in  mind. 

Earl  Series,  Dean  of  Pharmacy  at  the  University  of  Illinois,  honored  me  with  a long  visit 
one  day  last  month.  He  is  so  enthusiastic  about  Pharmacy,  S.  D.  State  College,  and  South 
Dakota  that  one  can’t  help  but  be  inspired  after  visiting  with  him. 

The  best  of  everything  for  you  and  yours  this  Thanksgiving  season. 
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2n(l  Lt. 

Joseph  C.  Rodriguez 

US.  Army 

Medal  of  Honor 


Sixty  yards  to  go.  From  atop 

the  hill,  near  Munye-ri,  Korea,  the  enemy 
suddenly  opened  up  a withering  barrage. 
The  squad  was  caught;  Red  mortars  began 
zero-ing  for  the  kill.  Lieutenant  Rodriguez 
(then  Pfc.,  with  only  seven  months  service) 
broke  loose  and  dashed  up  the  fire-swept 
slope,  throwing  grenades.  Disregarding 
the  fire  concentrated  on  him,  he  wiped  out 
three  foxholes  and  two  gun  emplacements. 
Alone,  he  accounted  for  15  enemy  dead, 
led  the  rout  of  the  enemy,  and  saved  the 
lives  of  his  squad. 

“When  you  have  to  take  chances  to  reach 
an  objective,  that’s  O.K.,”  says  Lieutenant 
Rodriguez.  “But  when  you  can  find  a surer 


way,  so  much  the  better.  That’s  why  I was 
glad  when  I heard  that  people  like  you  own 
nearly  50  billion  dollars  in  U.  S.  Defense 
Bonds.  I believe  that  a strong,  peaceful 
America  is  our  objective.  And  the  sure  way 
to  reach  it  is  through  backing  our  strength 
with  your  strength  by  investing  in  United 
States  Defense  Bonds  nowF^ 

★ * ★ 

Now  E Bonds  earn  more!  1)  All  Series  E 
Bonds  bought  after  May  1,  1952  average  3%  in- 
terest, compounded  semiannually!  Interest  now 
starts  after  6 months  and  is  higher  in  the  early 
years.  2)  All  maturing  E Bonds  automatically  go 
on  earning  after  maturity  — and  at  the  new  higher 
interest ! Today,  start  investing  in  better-paying 
Series  E Bonds  through  the  Payroll  Savings  Plan! 


Peace  is  For  the  strong!  For  peace  and  prosperity 
save  with  U S.  Defense  Bonds  1 


The  U.S.  Government  does  not  pay  jor  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  oj  America, 
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Dear  Auxiliary  Members: 

Our  slate  of  State  standing  chairmen  is  now 
complete.  I am  happy  to  add  the  names  of 
Mrs.  Henry  P.  Rosenberger,  as  our  new  State 
Chairman  in  Nurse  Recruitment,  and  Mrs. 
Farris  Pfister  as  our  State  American  Medical 
Education  Fund  Chairman.  I feel  that  we  are 
fortunate  in  having  ladies  with  such  excellent 
qualifications  on  our  board. 

All  the  Districts  must  have  received  a 
wealth  of  material  from  the  State  Standing 
Chairmen  by  this  time.  I hope  each  District 
will  choose  topics  and  ideas  from  this  “Gold 
Mine”  which  will  best  pertain  to  their  in- 
terests, and  immediately  start  on  a stimula- 
ting and  thought  provoking  year.  Don’t  try  to 
undertake  everything  — one  or  two  things 
well  done  are  much  more  profitable  then  ten 
done  poorly.  Remember  also  that,  “In  unity 
there  is  strength.”  This  motto  can  be  used 
both  on  the  State  and  the  District  level.  The 
best  of  good  wishes  to  each  District. 

The  fall  executive  board  meeting  was  held 
in  Sioux  Falls  on  September  19th,  with  six 
officers  and  four  State  chairmen  represented. 
It  was  recommended  at  this  time  to  establish 
Honorary  memberships  to  the  Woman’s 
Auxiliary  of  the  South  Dakota  State  Medical 
Association,  on  the  following  plan: 

1.  The  candidate  must  have  10  years  of  ac- 
tive, previous  consecutive  membership. 

2.  The  candidate  must  be  65  years  of  age  or 
over. 

3.  The  candidate  must  be  a past  State  or 
District  Officer. 

4.  The  candidate  must  have  made  a sig- 
nificant contribution  to  the  objectives  of 
the  South  Dakota  State  Medical  Auxil- 
iary. 

5.  The  candidate  must  be  voted  on  by  the 
District,  and  the  name  and  credentials 
must  be  presented  to  the  State  President 
by  the  District  before  January  1st  to  be 
voted  on  by  the  Executive  Board  of  the 
first  meeting  following  this  date. 


6.  The  dues  for  the  Honorary  Member  must 
be  paid  by  the  District  to  State  and 
National. 

This  plan  will  be  presented  to  the  Districts 
for  suggestions  on  improvement.  However, 
we  will  welcome  any  ideas  from  each  one  of 
you.  Do  send  them  to  me.  After  a State  wide 
discussion  this  recommendation  will  be  voted 
upon  at  the  State  convention  in  June,  1953. 

It  was  also  decided  at  this  board  meeting  to 
charge  a $1.00  registration  fee  at  the  State 
Conventions.  The  reason  being  that  our 
Treasury  has  been  financially  embarrassed 
at  the  close  of  the  recent  fiscal  years  with 
outstanding  bills  from  the  officers  which 
cannot  be  paid.  The  executive  board  feels 
that  it  is  not  proper  to  ask  people  to  take 
offices  in  a State  organization  and  ask  them 
to  bear  the  expenses  of  that  organization.  I 
believe  this  means  to  help  alleviate  this  situa- 
tion will  meet  with  approval  of  the  member- 
ship. If  you  have  a better  answer  to  this  prob- 
lem, I sincerely  wish  you  would  write  me 
before  the  next  board  meeting. 

Miss  Margaret  Wolfe,  the  Executive  Secre- 
tary of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association,  has  asked  your 
President  to  give  a five  minute  talk  on  the 
World  Medical  Association  at  the  National 
Conference  for  State  Presidents,  Presidents- 
elect,  and  National  Committee  Chairmen 
which  will  be  held  in  Chicago  on  November 
6 and  7.  It  has  usually  been  South  Dakota’s 
role  to  speak  on  one  of  the  panels.  Thus,  the 
request  to  give  this  special  report  came  as  a 
surprise  to  your  President.  The  South  Dakota 
Medical  Auxiliary  will  again  be  represented 
by  three  members  at  this  conference:  Mrs. 
A.  B.  Scales,  President-elect;  Mrs.  A.  P.  Red- 
ing, North  Central  Regional  Public  Relations 
Chairman;  and  your  President.  Mrs.  Howard 
Wold  who  is  the  North  Central  District  Or- 
ganization Chairman  will  be  unable  to  be 
there.  The  three  of  us  who  are  going  are 
looking  forward  to  an  outstanding  conference 
and  believe  we  will  be  able  to  bring  much 
information  back  to  you. 
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Our  hopes  for  a State  wide  project  in  the 
form  of  using  the  Radio  platters  of  the  Bureau 
of  Health  Education  has  proven,  necessarily 
to  be  a shattered  dream.  Dr.  Rodine,  Radio 
Chairman  for  the  South  Dakota  Medical  As- 
sociation, discovered  upon  investigation  that 
to  put  this  project  into  action,  it  would  cost 
the  Association  hundreds  of  dollars.  When 
Mrs.  William  Saxton,  the  Auxiliary  Chair- 
man, inquired  into  this  matter  after  the  As- 
sociation had,  she  discovered  that  the  attitude 
of  the  Radio  men  would  be  the  same  towards 
us.  As  we  do  not  have  the  money  either,  we 
will  have  to  give  up  our  dreams  for  the  time 
being,  and  ponder  on  the  thought-Why  are 
these  radio  platters  considered  in  other  States 
as  a “public  service”  with  no  time  charges, 
but  not  in  South  Dakota? 

Mrs.  Verlynne  V.  Volin,  State  President 

Did  you  know:- 

that  Mrs.  Howard  Wold,  Madison  has  been 
appointed  by  National  to  assume  the  office 
of  North  Central  District  Organization  Chair- 
man? 

that  Mrs.  Paul  Koren,  Box  #1330,  Rapid  City, 
is  our  State  Treasurer?  She  reports  that  all 
dues  are  now  due  as  our  fiscal  year  is  from 
June  30  to  July  1.  So  District  Treasurers  and 
Member s-at-large  lets  start  sending  them  in! 
They  are  $2.75. 

that  Dr.  and  Mrs.  H.  W.  Farrell  of  Sioux 
Falls  are  happily  reporting  that  their  two  sons 
are  recovery  very  well,  after  having  been 
stricken  with  polio? 

that  the  officers  of  the  Seventh  District  Med- 
ical Auxiliary  entertained  the  new  Doctors’ 
wives  at  a welcoming  tea  last  month?  These 
ladies  are  Mrs.  Kendall  Burns,  Mrs.  Charles 
Collins,  Mrs.  Harold  S.  Hansen,  Mrs.  Russell 
Forrest,  Mrs.  Robert  S.  Hart,  Mrs.  George  C. 
Gallagher,  and  Mrs.  Roy  D.  Knowles. 

that  Mrs.  Knowles’  husband  is  the  Psy- 
chiatrist for  the  new  Mental  Health  Clinic  in 
Sioux  Falls? 

That’s  all. 
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Subluxations  and  Dislocations  of  the  Hip  in  Cerebral  Palsy 

Robert  E.  Van  Demark,  M.D. 

Sioux  Falls,  South  Dakota 


The  recent  emphasis  by  Hart^  on  tight 
thigh  adductors  in  congenital  hip  conditions, 
and  treatment  with  a pillow  splint  between 
the  thighs,  serves  to  call  attention  to  a similar 
situation  in  cerebral  palsy  where  thigh  ad- 
duction is  often  marked.  With  the  exception 
of  orthopedic  textbooks^-  ® few  references  are 
made  to  the  condition  in  the  literature. ^ True 
congenital  dislocation  of  the  hip  occurs  in 
cerebral-palsied  children  as  in  otherwise 
normal  children  and  is  given  the  usual  treat- 
ment, special  care  being  taken  to  avoid  re- 
currence of  adduction  deformity.  It  is  in  the 
cerebral  palsied  that  secondary  subluxations 
and  dislocations  develop  after  birth  as  a re- 
sult of  persistent  adductor  muscle  action.  A 
subluxation  or  dislocation  of  the  hip  is  a 
severely  motor-handicapped  individual  only 
adds  further  burden  to  a difficult  situation, 
and  may  make  the  difference  between  walk- 
ing and  being  unable  to  walk. 


Fig.  1.  Roentgenogram  of  pelvis  in  case  of  cerebral 
palsy,  spastic  type,  quadriplegia,  showing 
erosion  of  the  lateral  margin  of  one  ace- 
tabulum and  subluxation  of  the  femoral 
head  with  thigh  adduction.  This  boy  first 
walked  at  the  age  of  seven,  using  parallel 
bars  constructed  by  his  father. 

Although  the  conditions  occur  typically  in 
nonambulatory  patients  with  tight  thigh  ad- 
ductors, they  also  occur  in  those  who  have 


been  walking  (Fig.  1 and  2).  One  or  both  hips 
may  be  affected,  and  the  femoral  head  ap- 
pears eccentrically  placed  in  the  acetabulum. 
Usually  the  femoral  neck  shows  coxa  valga 
deformity  due  to  an  increase  in  the  angle  be- 


Fig.  2.  Hips  in  child,  age  seven,  who  suffered  with 
cerebral  palsy,  spastic  type,  paraplegia.  The 
patient,  who  had  previously  been  walking 
with  crutches,  became  uncomfortable  and 
no  longer  enjoyed  walking,  which  he  had 
previously  taken  considerable  pride  in  do- 
ing. There  is  minimal  lateral  erosion  of  the 
acetabulum  bilaterally,  with  eccentric  place- 
ment of  the  femoral  heads.  A positive 
gracilis  sign  was  present  on  the  left. 

tween  the  neck  and  shaft;  there  is  distortion 
of  Shenton’s  line.  Erosion  of  the  lateral  mar- 
gin of  the  acetabulum  may  become  evident 
(Fig.  1)  before  displacement  occurs.  It  is  in 
such  cases  that  Phelps^'  5 has  found  a tight 
gracilis  muscle;  his  test  is  carried  out  with 
the  patient  face  down,  the  thighs  abducted  as 
far  as  possible  and  the  knees  flexed;  on  ex- 
tending the  knees  the  gracilis  muscle  be- 
comes tight  and  stands  out  as  a bowstring  on 
the  inner  aspect  of  the  thigh,  causing  adduc- 
tion. In  severe  cases  of  cerebral  palsy,  with 
marked  adduction  and  internal  rotation  the 
hip  condition  may  progress  to  dislocation  of 
one  or  both  hips  (Fig.  3 and  4)  to  a variable 
degree.'  The  proximal  femoral  epiphysis  may 
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Fig.  3.  Pelvis  of  a twelve  year  male  suffering  with 
cerebral  palsy,  tension  athetoid  type,  severe. 
Bilateral  dislocation  of  the  hips.  Motion 
due  to  athetosis  is  evident  on  this  film. 

show  alterations  in  contour  as  a result  of 
growth  inhibition  from  contact-pressure 
forces  on  its  medial  aspect  (Fig.  4). 

Prophylaxis  is  most  important.  Early  recog- 
nition of  cerebral  palsy,  the  early  recognition 
of  adductor  spasm  and  its  early,  active,  con- 
tinued treatment  are  important.  The  mother 
should  be  instructed  in  passive  exercises,  to 
be  performed  several  times  a day.  In  infancy, 
a pillow  splint  is  useful  to  hold  the  legs  in 
abduction.  Later,  posterior  plaster  shells  are 
useful.  They  are  constructed  from  two  well- 
padded,  long  leg  casts  which  are  connected 
by  crossbars  at  the  knees  and  feet  to  hold  the 
legs  in  moderate  abduction.  In  construction 
of  the  casts,  plaster  re-enforcements  are 
placed  on  each  side  of  the  ankle  extending 
onto  the  foot  portion  so  that  the  heels  of  the 
cast  may  be  cut  out  posteriorly,  as  well  as 
the  entire  anterior  third  of  the  cast,  without 
damaging  its  integrity.  In  addition  to  pre- 
venting adduction,  hip,  knee  and  ankle  flex- 
ion are  avoided.  The  shell  is  worn  at  night; 
care  must  be  taken  to  properly  place  the  ex- 
tremity in  it  before  applying  circumferential 
elastic  bandages  to  maintain  position. 

Once  subluxation  or  dislocation  has  oc- 
curred, treatment  varies  with  the  patients’ 
general  and  local  condition.''’  4.  5.  6 those 
patients  where  ambulation  cannot  be  expec- 
ted, surgery  should  not  be  employed.  Where 
ambulation  is  reasonably  possible,  and  par- 
ticularly in  those  patients  of  average  or  bet- 
ter intelligence,  the  individual  should  be 
given  the  advantage  of  the  properly  selected 


Fig.  4.  Cerebral  palsied  youth  age  seventeen,  of 
the  tension  athetoid  type,  with  dislocation 
of  one  hip  and  formation  of  a false  second- 
ary acetabulum. 

surgical  procedure.  In  those  patients  with  a 
positive  gracilis  sign,  tenotomy  of  the  gracilis 
muscle  is  indicated;  Adductor  tenotomy  is 
useful  in  cases  where  the  adductor  groups  are 
structurally  affected  and  passive  abduction  is 
impossible  under  anesthesia,  and  it  is  usually 
combined  with  obturator  neurectomy  of  the 
intra-  or  extra  pelvic  types.  Where  complete 
dislocation  has  occurred,  reduction  and  arth- 
rodesis of  the  hip  with  internal  fixation  may 
be  the  only  solution;  in  such  cases  an  intra- 
pelvic  obturator  neurectomy  will  aid  in  the 
prevention  of  recurrence  of  the  adducted 
position.  Whatever  operative  procedure  is 
employed,  careful  and  continued  aftercare  is 
necessary  to  achieve  permanent  benefit  from 
surgery. 

BIBLIOGRAPHY 

1.  Chandler,  F.  A.,  Lecture  on  Operative  Treat- 
ment of  Cerebral  Palsy,  Am.  Acad.  Orthop. 
Surgeons  Meeting,  Chicago,  Jan.  ’47. 

2.  Hart,  V.  L.,  Congenital  Dislocation  of  the  Hip. 
In  Pease,  C.  N.,  Am.  Acad.  Orthop.  Surgeons 
Instructional  Course  Lectures,  7:  106-116,  Ann 
Arbor,  Mich.,  J.  W.  Edward,  ’50. 

3.  Jones,  M.,  Hip  Derangement  Seen  in  Cerebral 
Palsied  Children,  Am.  Acad.  Cerebral  Palsy 
Meeting,  Durham,  Oct.,  ’52. 

4.  Phelps,  W.  M.,  Treatment  of  Paralytic  Dis- 
orders Exclusive  of  Poliomyelitis.  In  Bancroft, 
F.  W.  and  Murray,  C.  R.,  Surgical  Treatment 
of  the  Motor-Skeletal  System,  Vol.  I.  Phila- 
delphia, J.  B.  Lippincott,  ’45. 

5.  Speed,  J.  S.  and  Smith,  H.,  Campbell’s  Opera- 
tive Orthopedics,  St.  Louis,  C.  V.  Mosby,  ’49. 

6.  Steindler,  A.,  Orthopedic  Operations;  Indica- 
tions, Technique,  and  End  Results,  Springfield, 
111.,  C.  C.  Thomas,  ’40. 


— 330  — 


Nitrate  Poisoning 

Methemoglobinemia  as  a Cause  of  Cyanosis  in  Infants 


Report  of  a Case 

D.  R.  Nelimark,  M.D.  — J.  T.  Murphy,  M.D. 
Mitchell,  South  Dakota 


Methemoglobinemia  in  infants  due  to  in- 
gestion of  water  containing  a high  nitrate 
concentration  has  been  reported  from  many 
states  in  recent  years.  Since  Comly  published 
the  original  article  in  1945  from  Iowa,  other 
cases  have  been  reported  from  Kansas,  Ne- 
braska, Illinois,  North  Dakota,  Georgia,  Ken- 
tucky, Virginia,  Minnesota,  Michigan,  New 
York  and  Canada.  Because  of  the  importance 
of  recognition  and  early  treatment  of  this 
condition  and  the  fact  that  high  nitrate  water 
occurs  in  South  Dakota,  we  wish  to  report 
the  following  case  which  we  think  is  the  first 
reported  in  the  literature  from  South  Dakota. 

CASE  REPORT 

The  patient  was  a well  developed  and  well 
nourished  white  female  five  weeks  of  age 
who  was  admitted  to  the  hospital  about  2:00 
P.  M.  as  a medical  emergency.  She  had  been 
in  good  health  until  about  9:00  A.  M.  of  the 
same  day,  at  which  time  the  mother  noted 
the  baby  was  pale  and  listless  and  that  the 
lips  were  somewhat  dark.  An  enema  was 
I given  with  some  results  and  she  appeared  to 
' improve.  At  about  noon  the  infant  cried  out 
I and  the  mother  then  stated  that  it  appeared 
I dark  in  color  and  was  listless.  A physician 
advised  hospitalization. 

Upon  admission  to  the  hospital,  the  child 
was  a deep  slate  gray  color  but  was  not  list- 
less, rather  it  was  active.  The  skin  and  lips 
were  noted  to  be  a slate  gray  color  rather 
than  the  dark  blue  color  usually  seen  in 
cyanosis.  Close  inspection  of  the  extremities 
and  trunk  showed  that  the  skin  was  not  a 
homogenous  color  but  rather  a pattern  of 
reticulation  which  from  a distance  appeared 
smooth.  Other  than  the  slate  gray  color,  phys- 
ical examination  was  entirely  negative.  The 
heart  sounds  were  rapid  but  no  murmurs  or 
thrills  were  elicited.  The  breath  sounds  were 
normal. 

An  x-ray  of  the  chest  was  considered  as 
being  normal.  The  contour  of  the  heart  did 


not  suggest  a congenital  type  of  heart  lesion 
and  the  lung  fields  were  fully  expanded  and 
clear.  There  was  no  evidence  of  atelectasis 
and  nothing  to  suggest  thymic  enlargement. 
Rectal  temperature  on  admission  was  99.4°. 
Pulse  rate  was  110,  smooth  and  regular.  The 
infant  was  placed  in  an  oxygen  tent  but  this 
treatment  had  no  effect  on  the  cyanosis. 

A urinalysis  showed  a few  epithelial  cells 
and  some  uric  acid  crystals.  The  hemoglobin 
was  56%  with  a red  cell  count  of  3,740,000  and 
a white  cell  count  of  42,000.  The  differential 
count  was  as  follows:  Eosinophiles  2,  Myel- 
ocytes 6,  Juveniles  10,  Stabs  18,  Segmented  29, 
Lymphocytes  33,  Monocytes  2,  and  Metamyel- 
ocytes 12. 

In  view  of  the  extremely  critical  appear- 
ance of  the  infant,  and  the  absence  of  phvsical 
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or  x-ray  findings  to  account  for  the  cyanosis, 
and  the  failure  to  improve  under  oxygen  in- 
halation the  possibility  of  methemoglobinemia 
was  considered.  Further  questioning  of  the 
parents  revealed  the  fact  that  the  water  used 
in  preparation  of  the  formula  was  obtained 
from  a cistern,  the  wall  of  which  was  broken. 
The  cistern  had  flooded  and  become  muddy 
each  spring. 

A child  4 years  older  than  this  patient  had 
died  at  the  age  of  1 week.  The  parents  were 
very  definite  in  the  statement  that  the  term- 
inal course  of  this  child  was  identical  to  the 
patient,  and  that  the  color  of  the  skin  was  the 
same  shade  of  slate  blue.  The  cistern  had 
been  cracked  at  that  time.  No  other  mem- 
bers of  the  family  had  showed  a similar  con- 
dition, but  the  cistern  had  been  in  a good 
state  of  repair  when  all  of  the  older  children 
were  infants. 

Oxygen  administration  was  continued.  As- 
corbic acid  100  mgm.  was  administered  in- 
tramuscularly and  continued  every  4 hours. 
That  evening  the  hemoglobin  had  risen  to 
73%. 

By  midnight  the  cyanosis  had  decreased 
considerably.  The  infant  was  more  active  and 
had  taken  its  feeding  without  incident.  Eigh- 
teen hours  after  admission,  and  the  start  of 
treatment,  the  hemoglobin  was  90%.  The 
dose  of  ascorbic  acid  was  decreased  to  50 
mgms.  every  four  hours.  Throughout  the  day 
the  condition  continued  to  improve,  the  cyan- 
osis had  disappeared,  and  by  afternoon  it  was 
taken  out  of  oxygen  without  any  difficulty. 
She  passed  the  night  without  incident. 

The  following  day  the  infant  appeared 
normal  in  all  respects.  The  hemoglobin  re- 
mained at  90%  and  the  red  cell  count  was 
4,320,000.  50  mgms.  of  ascorbic  acid  was  ad- 
ministered three  times  during  that  day.  The 
next  afternoon,  four  days  after  admission, 
she  was  discharged  in  good  condition. 

The  parents  were  instructed  to  prepare  the 
formula  from  water  other  than  that  on  the 
farm,  preferably  using  water  from  a city 
source.  A sample  of  the  water  from  the  cis- 
tern was  sent  to  the  state  laboratory  at  Pierre 
and  showed  a concentration  of  218  parts  of 
nitrates  per  million.  Ten  parts  per  million 
is  considered  the  upper  limits  of  safety. 

The  infant  has  remained  in  excellent  health 
for  the  past  three  months.  The  mother  con- 
tinues to  prepare  the  formula  with  water 


from  an  uncontaminated  source.  The  cistern 
has  been  repaired  but  the  water  has  not  been 
tested  as  yet. 

DICUSSION 

Although  the  diagnosis  of  methemogloben- 
emia  in  our  case  was  not  proved  by  chemical 
analysis  or  spectroscopic  studies,  we  feel  that 
sufficient  evidence  is  present  to  warrant  this 
diagnosis.  The  cases  reported  in  the  litera- 
ture have  come  from  rural  areas  where  well 
water  was  used  in  preparing  formula  for  in- 
fants. Water  containing  more  than  10  parts 
per  million  of  nitrates  has  been  shown  to  be 
dangerous.  The  nitrates  may  be  further  con- 
centrated when  the  water  is  boiled. 

The  ingested  nitrates  are  converted  to 
nitrites  in  the  gastrointestinal  tract  of  infants 
by  nitrate  reducing  bacteria.  Apparently  a 
ph  of  more  than  4.0  in  the  stomach  is  neces- 
sary for  these  bacteria;  therefore,  a difference 
in  gastric  ph  may  be  one  of  the  reasons  why 
certain  babies  will  develop  methemoglobin- 
emia and  others  will  not.  The  nitrites  are  ab- 
sorbed and  convert  hemoglobin  to  methemo- 
globin  which  cannot  transport  oxygen.  Small 
amounts  of  methemoglobin  can  cause  cyanosis 
and  about  a 70%  concentration  is  the  upper 
limit  at  which  an  infant  can  survive.  The 
susceptibility  to  develop  methemoglobinemia 
from  nitrates  decreases  after  the  first  two 
months  of  life,  and  the  condition  is  rare  after 
the  age  of  six  months. 

The  diagnosis  of  methemoglobinemia  is  not 
difficult  if  the  physician  is  familiar  with  the 
entity.  We  feel  the  following  findings  to  be 
of  aid  in  arousing  one’s  suspicions  as  to  the 
possibility  of  a methemoglobinemia: 

1.  Cyanosis  in  an  otherwise  healthy  baby. 

2.  Infant  is  from  a rural  area. 

3.  Formula  is  prepared  from  well  water. 

4.  No  clinical  or  x-ray  evidence  of  cardiac 
or  lung  pathology  to  account  for  the 
cyanosis. 

5.  Blood  is  chocolate  colored  when  a sample 
is  obtained. 

6.  Oxygen  does  not  improve  the  condition 
or  change  the  degree  of  cyanosis. 

In  milder  forms,  without  evidence  of  clin- 
ical hypoxia,  no  treatment  is  necessary  except 
to  prepare  the  formula  from  low  nitrate-con- 
taining water. 

In  the  more  severe  cases,  intravenous 
methylene  blue,  1 mgm.  per  kilogram  of  body 
(Continued  on  Page  358) 
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Surgery  of  the  Gall  Bladder* 

Earl  O.  Latimer.  A.B.,  M.S..  M.D.,  F.A.C.S., 
F.I.C.S..  Chicago,  Illinois 


Having  established  the  necessity  of  operat- 
ing upon  the  gall  bladder  and/or  biliary  tract 
by  a carefully  taken  history  and  proper  lab- 
oratory tests,  the  surgeon  may  make  his  work 
easier  and  safer  by  systematically  investigat- 
ing the  patient.  It  must  always  be  remem- 
bered that  the  surgery  should  fit  the  patient 
and  not  the  patient  the  surgery.  A complete" 
history  and  physical  examination  is  impera- 
tive. In  this  presentation  I will  outline  as  far 
as  possible  the  procedures  I follow  in  the 
various  stages  of  preparation,  operation  and 
post-operative  care  of  my  patients. 

Laboratory  Tests: 

1.  Routine  blood  count,  including  differ- 
ential count 

2.  Urine 

3.  Serum  bilirubin  or  icterus  index 

4.  Total  protein  and  A/G  ratio 

5.  Blood  non-protein  nitrogen 

6.  Bromsulfalein  liver  function  test  if  pa- 
tient is  not  jaundiced 

7.  Prothrombin  determination 

8.  Type  and  cross  match  blood 

9.  Electrocardiogram 

10.  Other  tests  as  indicated 

All  of  the  laboratory  tests  enumerated 
above  are  necessary  and  can  be  run  in  the 
laboratory  of  any  hospital.  I prefer  a serum 
bilirubin  rather  than  an  icterus  index  because 
this  is  a more  accurate  test,  but  if  the  labora- 
tory prefers  to  run  an  icterus  index  this  is 
perfectly  acceptable.  The  total  protein  de- 
termination and  the  albumin  globulin  ratio  is 
one  of  our  best  tests  of  liver  function.  Since 
it  is  necessary  to  determine  the  non-protein 
nitrogen  of  the  blood  in  doing  the  total  pro- 
tein and  A/G  ratio,  this  test  should  be  avail- 
able to  the  surgeon  without  additional  ex- 
pense to  the  patient.  Two  other  simple  and 
excellent  tests  of  liver  function  are  the  brom- 
sulfalein liver  function  test,  provided  the  pa- 
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tient  is  not  jaundiced,  (in  the  presence  of 
jaundice  this  test  is  not  accurate)  and  the  pro- 
thrombin determination  which  is  necessary 
prior  to  any  extensive  surgery  where  there  is 
the  possibility  of  liver  damage.  Since  coron- 
ary lesions  are  often  misdiagnosed  as  gall- 
stone colic,  electrocardiographic  studies  are 
essential  before  surgery  is  performed.  Also, 
following  the  removal  of  diseased*  gall  blad- 
ders and  the  removal  of  stones  from  the  com- 
mon duct,  an  electrocardiogram  that  was  ab- 
normal prior  to  surgery  may  return  to  normal. 
In  the  presence  of  jaundice,  other  diagnostic 
procedures  are  followed  which  indicate  liver 
damage  or  are  helpful  in  the  diagnosis  of  an 
intrahepatic  or  extrahepatic  jaundice.  These 
are  the  serum  alkaline  phosphatase,  the  cep- 
halin  flocculation  and  the  thymol  turbidity 
test. 

Preoperative  Preparation  of  the  Patient 

1.  High  caloric  diet,  including  fat  unless 
fat  is  not  tolerated 

2.  Parenteral  fluids  if  unable  to  take  food 
orally 

3.  Amino  acids  orally  or  parenterally  if 
total  protein  is  low  or  the  A/G  ratio  is 
reversed 

4.  Vitamin  K parenterally  if  the  patient  is 
jaundiced  or  if  the  prothrombin  level  is 
below  normal 

5.  Blood  transfusions  if  the  erythrocyte 
count  is  low 

A high  caloric  diet  can  be  maintained  only 
by  giving  fat,  and  fat  will  protect  the  liver  if 
it  is  in  a well-balanced  diet.  The  giving  of 
parenteral  fluids  is  unnecessary  when  the  pa- 
tient can  take  food  by  mouth.  Likewise,  the 
giving  of  amino  acids  parenterally  is  unwise 
unless  the  patient  cannot  take  fluids  or  food 
by  mouth.  Ten  milligrams  of  Vitamin  K 
parenterally  three  times  a day  will  bring  a 
reduced  prothrombin  level  to  normal  within  a 
very  short  period  of  time  provided  the  liver 
is  not  severely  damaged.  Blood  is  given  only 
if  the  red  blood  count  is  low  and  it  is  my  ex- 
perience that  this  is  rarely  required.  Blood 
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transfusions,  when  required,  are  often  life 
saving,  but  the  indiscriminate  use  of  blood  is 
not  only  dangerous  but  useless.  Thus,  again 
I emphasize  my  plea  for  treating  the  patient 
and  making  your  treatment  fit  the  patient 
rather  than  making  the  patient  fit  the  treat- 
ment. 

Technique  of  Cholecystectomy 

1.  Incision 

A.  Upper  right  rectus 

B.  Infracostal 

C.  Transverse 

2.  Explore  the  abdomen 

A.  Carefully  examine: 

1.  stomach 

2.  duodenum 

3.  pancreas 

4.  common  duct 

3.  Isolate  cystic  duct 

A.  Demonstrate  junction  with  gall 
bladder  and  with  common  hepatic 
duct 

B.  Strip  duct  free  of  nerve  fibers  to 
prevent  formation  of  a neuroma 

C.  Ligate  the  duct  close  to  the  common 
duct 

D.  Place  two  Mixter  forceps  on  gall 
bladder  side  of  ligature 

E.  Cut  silk  long  as  a landmark 

F.  Cut  duct  between  the  Mixter  for- 
ceps 

4.  Isolate  cystic  artery,  ligate  and  cut 

5.  Remove  gall  bladder  subserously  from 

below  up 

6.  Ligate  accessory  bile  ducts  if  seen 

7.  Peritonealize  the  gall  bladder  bed 

Two  requirements  for  safe  gall  bladder  sur- 
gery are  good  relaxation  and  good  exposure. 
My  personal  preference  is  for  a long  upper 
right  rectus  incision  extending  from  the  costal 
margin  to  the  level  of  the  umbilicus  or  lower. 
After  the  abdomen  has  been  explored,  the 
gall  bladder  area  is  packed  off  by  using  lapa- 
rotomy pads.  The  first  pad  is  used  to  retract 
the  stomach  and  duodenum  out  of  the  field 
and  the  retractor  holding  this  pad  is  gently 
pulled  toward  the  left  shoulder.  The  trans- 
verse colon  is  also  retracted  medially  rather 
than  distally  and  this  greatly  facilitates  the 
exposure.  It  is  not  necessary  to  use  a gall 
bladder  rest,  to  grasp  the  falciforme  ligament 
with  a forceps,  or  to  run  the  hand  over  the 
dome  of  the  liver  to  permit  air  to  force  the 
liver  downward  if  the  field  is  carefully 


packed  off  and  relaxation  is  adequate.  The 
gall  bladder  is  grasped  with  forceps  without 
teeth  but  with  serrations  that  run  transvers- 
ely so  that  the  forceps  will  not  slip  off  the 
gall  bladder.  A pair  of  Mixter  forceps  makes 
an  excellent  dissecting  instrument  to  expose 
the  cystic  duct  and  to  free  the  cystic  duct  of 
fat  and  nerve  fibers.  It  also  acts  as  an  excel- 
lent ligature  carrier.  The  cystic  duct  can  be 
straightened  by  turning  the  forceps  that  hold 
the  gall  bladder  to  the  right,  and  this  greatly 
facilitates  not  only  the  exposure  but  the  strip- 
ping of  the  cystic  duct.  While  the  cystic  artery 
comes  from  the  right  hepatic  artery  and  pos- 
terior to  the  right  hepatic  duct  as  a rule,  this 
is  by  no  means  the  only  origin  or  course  of 
the  cystic  artery.  Also,  there  are  in  a large 
percentage  of  cases  double  cystic  arteries. 
Therefore,  the  anatomy  of  this  area  must  be 
known  well.  If  the  cystic  artery  can  be  ex- 
posed easily  before  the  cystic  duct  is  isolated 
then  this  vessel  is  isolated,  ligated  and  divided 
before  the  cystic  duct  is  tackled. 

Technique  of  Chotecystectomy  in  Special 
Cases 

1.  Aspirate  gall  bladder  if  tense 

2.  Remove  stones  from  gall  bladder  if  it 
makes  operation  easier 

3.  Remove  stone  when  impacted  in  Hart- 
mann’s pouch 

4.  Try  to  avoid  “spilling”  small  stones  into 
common  duct 

5.  Do  not  blindly  clamp  bleeding’  vessels. 
Control  bleeding  by  placing  finger  in 
epiploic  foramen  (Winslow)  and  com- 
press vessels  between  thumb  and  finger 

6.  When  structures  about  cystic  duct  are 
frozen,  then  remove  the  gall  bladder 
from  the  fundus  down 

7.  Do  not  do  partial  cholecystectomy 

Frequently  the  removal  of  bile  from  the 

tensely  distended  gall  bladder,  and  especially 
the  removal  of  stones  from  the  gall  bladder, 
will  convert  a technically  most  difficult  pro- 
cedure into  a simple  one.  The  stone  that 
usually  causes  the  most  difficulty  is  one  that 
is  impacted  in  Hartmann’s  pouch.  This  pouch 
is  adjacent  to  the  origin  of  the  cystic  duct  and 
when  a stone  is  in  the  pouch  it  is  often  im- 
possible to  see  or  safely  expose  the  cystic  duct. 
The  removal  of  the  stone  from  this  pouch  may 
require  splitting  the  gall  bladder  down  to  the 
pouch  but  much  time  can  be  saved  and  great 
danger  avoided  by  removing  the  stone  and 
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thus  obtaining  excellent  vision  of  the  cystic 
duct.  When  the  gall  bladder  contains  small 
stones  it  is  easy  to  avoid  having  these  stones 
pass  from  the  gall  bladder  into  the  common 
bile  duct  by  putting  a provisional  ligature 
about  the  cystic  duct  and  keeping  tension  on 
this  ligature  so  as  to  angulate  the  duct  and  ob- 
struct it.  Probably  the  most  common  cause  of 
damage  to  the  bile  ducts  is  due  to  blindly 
clamping  in  order  to  stop  bleeding.  If  severe 
bleeding  occurs  it  may  be  controlled  by  com- 
pressing the  hepatic  artery  between  the  fin- 
gers, one  finger  being  placed  in  the  epiploic 
foramen  and  the  other  on  top  of  the  hepato- 
duodenal ligament  and  compressing  the  ves- 
sel between  the  fingers.  Then  the  bleeding 
point  can  be  seen,  clamped  and  ligated  under 
direct  vision.  When  inflammatory  reaction 
and  scar  tissue  make  it  difficult  to  isolate  the 
cystic  duct,  reverse  the  procedure  and  remove 
the  gall  bladder  from  the  fundus  down.  This, 
although  more  bloody  than  when  the  gall 
bladder  can  be  removed  in  our  usual  manner, 
is  safer  in  these  cases.  This  also  avoids  the 
doing  of  a partial  cholecystectomy.  When  a 
portion  of  the  gall  bladder  is  left,  the  chances 
of  further  trouble  are  great. 

Use  of  Drains 

1.  We  drain  all  cholecystectomy  wounds 
to  remove: 

a.  blood 

b.  serum 

c.  bile  from  accessory  bile  ducts 

d.  bile  from  torn  liver 

2.  A Penrose  drain  is  placed  in  the  hepa- 
torenal fossa  (Morrison’s  pouch) 

3.  The  drain  is  brought  out  through  a stab 
wound  in  the  right  infracostal  area  or 
through  the  operative  incision 

4.  The  drain  is  removed  gradually.  This  is 
started  as  soon  as  there  is  very  httle 
drainage  on  the  dressing,  the  drain  be- 
ing completely  removed  in  from  three 
to  ten  days  and  usually  in  from  three  to 
four  days. 

Indications  for  Exploring  the  Common  Duct 

Some  surgeons  are  of  the  opinion  that  the 
common  duct  should  be  explored  in  all  pa- 
tients upon  whom  a cholecystectomy  is  per- 
formed. However,  this  is  not  our  opinion.  We 
believe  that  there  are  definite  indications  for 
exploring  the  common  bile  duct,  and,  if  these 
indications  are  carefully  observed,  many  un- 
necessary choledochotomies  will  be  avoided 


and  yet  a completely  adequate  operation  will 
be  performed.  Our  indications  for  explora- 
tion of  the  common  bile  duct  and  its  tribu- 
taries are: 

1.  jaundice  — past  or  present 

2.  palpable  stones  in  the  duct 

3.  chills  and  fever  following  biliary  colic 

4.  small  stones  or  sand  in  the  gall  bladder 

5.  thickened  head  of  the  pancreas 

6.  previous  cholecystectomy  or  choledo- 
chostomy  with  recurrent  symptoms 

7.  dilated  common  duct 

8.  thickened  wall  of  common  duct 

9.  suppurative  cholangitis 

The  gall  bladder  should  be  preserved  until 
after  completion  of  surgery  on  the  bile  ducts. 

Exploring  the  Common  Bile  Duct 

Good  exposure  and  adequate  lighting  are 
necessary  to  safely  carry  out  the  procedure 
of  exploring  the  common  bile  duct  and  its 
tributaries.  This  can  usually  be  obtained  even 
in  most  obese  patients  provided  there  is  good 
relaxation  and  the  abdominal  viscera  are 
carefully  packed  out  of  the  field. 

1.  Expose  the  cystic  duct  and  place  a pro- 
visional ligature  about  this  duct  so  as 
to  prevent  small  stones  from  falling 
from  the  gall  bladder  into  the  common 
bile  duct.  Preserve  the  gall  bladder 
until  after  completing  work  on  the 
duct. 

2.  After  identifying  the  duct,  aspirate 
with  a small  needle.  The  aspiration  of 
bile  positively  identifies  the  duct. 

3.  Place  two  silk  stay  sutures  in  the  duct. 

4.  Incise  the  duct  lengthwise. 

5.  Grasp  cut  edges  with  long  Allis  for- 
ceps. 

6.  Explore  the  right  and  left  hepatic  and 
common  duct  with  a probe. 

7.  May  reflect  the  duodenum  medially  to 
get  a stone. 

8.  It  may  be  necessary  to  incise  the  duo- 
denum over  the  ampulla  of  Vater  to 
remove  a stone  wedged  at  this  level. 

9.  Small  stones  or  fragments  may  be  re- 
moved by  scoop  or  suction. 

10.  Dilate  the  ampulla  of  Vater,  using 
graded  sounds  such  as  Bake’s  dilators. 

11.  Irrigate  the  duct  using  a small  catheter 
and  saline  solution. 

12.  Suture  T-tube  in  the  duct.  Do  not  place 
a suture  through  the  T-tube. 
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13.  Irrigate  the  T-tube  with  saline  solution 
so  as  to  be  certain  that  it  is  not  ob- 
structed and  is  in  the  duct  properly  . 

14.  It  is  not  our  policy  to  routinely  make 
cholangiograms  at  the  time  of  opera- 
tion. We  believe  that  careful  explora- 
tion of  the  common  duct  and  dilatation 
of  the  ampulla  of  Vater  with  graded 
dilators  are  more  satisfactory. 

15.  Proceed  with  cholecystectomy. 

16.  The  vertical  arm  of  the  T-tube  may  be 
brought  through  the  incision  or 
through  an  infracostal  stab  wound.  It 
is  our  policy  to  bring  the  vertical  arm 
of  the  T-tube  and  the  Penrose  drain 
through  the  same  stab  wound. 

Management  of  the  T-Tube 

By  observing  a few  simple  rules,  the  man- 
agement of  the  T-tube  is  not  difficult  nor  is  it 
unduly  troublesome  to  the  patient. 

1.  Use  only  new  tubes  molded  in  one  piece. 

2.  Do  not  place  sutures  in  the  T-tube. 

3.  Stabilize  the  T-tube  as  it  emerges  from 
the  skin  by  placing  a suture  of  silk  or 
steel  wire  through  the  skin  at  the  site 
of  emergence  of  the  tube  and  fasten  the 
suture  about  the  tube  by  the  Chinese 
basket  weave. 

4.  Anchor  the  tube  to  adhesive  corset  by 
means  of  a cuff  of  adhesive  about  the 
tube  and  fasten  this  to  the  corset  with  a 
safety  pin. 

5.  Connect  to  a drainage  bottle. 

6.  Clamping  T-tube  — no  set  rule  for  the 
optimum  time  to  start  clamping  the  T- 
tube  as  this  is  dependent  upon  the 
amount  of  surgery  that  has  been  done 
on  the  common  duct.  When  it  has  been 
decided  that  it  is  time  to  clamp  the  T- 
tube  begin  by  clamping  it  for  one  hour 
and  then  leave  it  open  for  an  hour,  leav- 
ing it  open  throughout  the  night,  later 
leaving  it  clamped  continuously. 

7.  Do  a cholangiogram  before  the  patient 
leaves  the  hospital. 

8.  Remove  the  T-tube  in  two  to  six  weeks. 
Our  preference  is  six  weeks. 

9.  The  T-tube  may  be  removed  in  the  of- 
fice by  placing  a hemostat  next  to  the 
abdomen  and  having  the  patient  breathe 
deeply.  The  tension  on  the  T-tube  is 
increased  from  time  to  time  and  in  this 
way  no  sedation  is  required. 


Management  ©f  Acute  Cholecystitis 

There  is  marked  honest  difference  of  opin- 
ion among  surgeons  as  to  whether  immediate 
or  delayed  operation  is  preferable  in  the  man- 
agement of  acute  cholecystitis.  In  general,  we 
prefer  to  delay  operation  because  of  a lower 
morbidity  and  technically  easier  procedure, 
as  well  as  the  fact  that  more  often  the  surgeon 
can  do  definitive  surgery  at  the  initial  opera- 
tion and  more  often  he  can  safely  explore  the 
common  duct.  Most  patients  who  are  ad- 
mitted to  the  hospital  with  acute  cholecystitis 
have  to  be  hydrated  and  have  their  blood 
chemistry  restored  to  normal.  This  requires 
several  hours  to  a day  or  longer.  During  this 
period  a majority  of  patients  will  have  a grad- 
ually subsiding  inflammatory  process,  and, 
if  such  is  the  case,  the  patient  is  not  operated 
until  the  gall  bladder  has  “cooled  off.”  If  the ' 
patient  remains  quite  ill  after  hydration  and 
restoration  of  the  blood  chemistry  and  the  in- 
flammatory mass  is  increasing  in  size,  then 
the  patient  is  operated  while  the  process  is 
acute.  If  it  is  necessary  to  operate  upon  the 
acutely  inflamed  gall  bladder,  this  structure 
should  be  removed  whenever  possible.  Ex- 
ploration of  the  common  bile  duct  in  such  pa- 
tients adds  considerably  to  the  gravity  of  the 
operation. 

Indications  for  Cholecystostomy 

Cholecystostomy  has  a limited  usefulness 
and  yet  it  is  preferable  in  certain  conditions. 
Not  infrequently  a stone  or  stones  are  left  in 
the  gall  bladder  when  a cholecystostomy  is 
performed.  The  following  are  our  indications 
for  this  procedure: 

1.  seriously  ill  patients  for  whom  minimal 
surgery  is  desirable 

2.  when  technical  difficulties  prevent  cho- 
lecystectomy 

3.  elderly  patients  or  other  poor  risk  pa- 
tients 

4.  some  acute  lesions  of  the  gall  bladder 
and  liver 

5.  in  common  duct  obstruction  when  relief 
of  obstruction  is  the  paramount  issue 

6.  character  of  common  duct  obstruction 
is  such  that  eholecystagostrostomy  may 
need  to  be  done  later 

Postoperative  Managein,ent  of  the  Patient 

All  patients  have  a gastric  tube  placed 
through  the  nostril  and  into  the  stomach  just 
prior  to  surgery.  Constant  negative  pressure 
is  applied  to  this  tube  for  twenty-four  to 
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forty-eight  hours.  The  tube  is  removed  when 
peristaltic  sounds  are  heard  by  auscultation 
and  there  is  evidence  that  the  stomach  is 
emptying.  The  patient  receives  parenteral 
fluids  containing  dextrose  and  electrolytes 
until  able  to  take  fluids  by  mouth.  Amino 
acids  are  given  intravenously  if  there  is  evi- 
dence of  a reduced  total  protein  or  if  there  is 
an  albumin/globulin  ratio  reversal.  Sedation 
is  maintained  by  the  use  of  small  doses  of 
morphine  or  other  narcotics.  Only  mild 
sedation  is  used  since  we  desire  that  the  pa- 
tient be  up  on  a back  rest  moving  his  body 
often,  especially  the  legs,  and  breathing 
deeply  at  frequent  intervals.  Morphine  is  the 
most  common  cause  of  post-operative  nausea, 
and,  where  such  persists,  Demeroh^  or  co- 
deine will  frequently  be  less  nauseating. 
Bromides  by  retention  enema  or  Dramamine'^ 
intramuscularly  are  also  useful  in  controlling 
nausea.  Early  ambulation  is  encouraged  and 
frequently  the  patient  is  out  of  bed  the  day 
following  surgery.  We  prefer  to  have  the  pa- 
tient walking  rather  than  sitting  in  a chair 
but  when  sitting  the  knees  should  be  ex- 
tended rather  than  bent.  The  patient’s  legs 
are  snugly  bound  with  4-inch  elastic  bandages 


from  the  ankle  to  the  knees.  This  collapses 
the  superficial  veins  and  causes  a more  rapid 
flow  of  blood  through  the  deep  vessels  of  the 
leg.  Therefore,  phlebothrombosis  and  throm- 
bophlebitis are  less  apt  to  occur.  The  patient 
is  placed  on  a general  or  a selective  diet  as 
rapidly  as  possible.  There  is  no  restriction  on 
fats  given  to  patients  following  surgery.  Deep 
breathing  and  leg  exercises  stimulate  the  cir- 
culation and  the  return  of  blood  from  the  legs 
and  decreases  the  likelihood  of  the  patient  de- 
veloping a clot  within  these  vessels.  If  Dicu- 
marol^  is  desired  so  as  to  further  reduce  the 
possibility  of  the  development  of  thrombi,  the 
prothrombin  level  is  maintained  at  approx- 
imately 30  to  40  per  cent  of  normal.  Dehydro- 
cholic  acid  is  given  orally  to  these  patients 
so  as  to  give  a more  liquid  bile. 


COUNCIL  TO  MEET 
The  Council  of  the  South  Dakota 
State  Medical  Association  will  meet 
in  Huron  at  the  Marvin  Hughitt  Hotel, 
Sunday  January  18th.  Meeting  is 
scheduled  for  1:00  P.  M. 


A^Mual  Clinical  Ccn^etence 

CHICAGO  MEDICAL  SOCIETY 

March  3-4-5-6.  1953  . . . Palmer  House,  Chicago 


THIRTY-FOUR  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAKERS 

on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

FOUR  PANELS  ON  TIMELY  TOPICS. 

DAILY  TEACHING  DEMONSTRATIONS. 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECHNICAL  EX- 
HIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should  be  a MUST 
on  the  calendar  of  every  physician.  Plan  now  tj  attend  and  make  your  reservation  at  the  Pal- 
mer House. 
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Arteriosclerosis 

by  Paul  Williamson,  M.D.,  University  of 
Tennessee,  Memphis,  Tennessee 


The  most  common  adversary  of  the  general 
practitioner  is  sclerosis  of  the  arteries.  The 
process  is  present  from  birth  and  is  respon- 
sible for  the  overwhelming  majority  of  all 
complaints  of  those  patients  over  50.  Yet, 
many  times  the  disease  is  ignored  or  need- 
lessly complicated  in  the  mind  of  the  clinician. 

This  brief  article  represents  a review  and 
an  over-simplification  of  the  process. 

Natural  History.  Arteriosclerosis  is  a pro- 
tean process  which,  it  has  been  argued,  is 
synonomous  with  aging.  In  spite  of  the  reams 
and  reams  of  writings  concerning  the  pro- 
cess, it  simply  boils  down  to  a loss  of  effic- 
iency of  the  piping  with  consequent  lack  of 
adaptability  and  loss  of  ability  to  deliver  the 
proper  amount  of  fluid  at  the  proper  time. 

Arteriosclerosis  and  its  manifestations 
make  a perfect  example  of  “not  being  able  to 
see  the  forest  for  the  trees.”  Every  prac- 
titioner walks  with  arteriosclerosis  from  his 
first  efforts  to  practice.  The  process  may  be 
benign  with  gentle  decline  into  the  nothing- 
ness of  old  age;  it  may  be  a tricky  adversary, 
popping  out  briefly  one  place  and  then  the 
other;  occasionally,  it  may  be  explosive  and 
catastrophic. 

The  sclerotic  process  begins  in  utero.  It 
seldom  proceeds  concurrently  throughout  the 
arterial  system,  but  may  attack  any  artery 
or  group  of  arteries  at  any  time.  Little  is 
known  of  the  reasons  for  this  variability  in 
the  site  of  attack.  The  result  of  this  loss  of 
efficiency  of  the  arteries  is  easy  to  translate 
into  symptomatology  if  one  keeps  well  in 
mind  the  known  facts.  Apply  the  analogy  of 
the  gasoline  engine.  If  the  fuel  line  should  get 
progressively  smaller  the  engine  at  first 
would  slow  down,  then  begin  missing,  and 
finally  stop. 

Dimunition  of  blood  supply  to  an  area  or 
organ  results  in  progressive  loss  or  aberration 
of  function.  (Example:  Dyspepsia  of  the  aged, 
limited  cardiac  reserve  in  coronary  disease, 
mental  deterioration  in  disease  of  the  cerebral 


arteries.)  Relative  ischemia  may  first  result 
in  aberration  of  sensation,  later  in  pain.  This 
pain  is  typical,  being  a steady,  crushing, 
aching  sensation.  All  grades  of  severity  may 
be  represented,  but  one  characteristic  is  the 
key  to  diagnosis  — the  pain  may,  in  the  early 
stages,  be  relieved  by  becoming  motionless, 
irrespective  of  position.  (Example:  Intermit- 
tent claudication  may  be  relieved  by  standing 
still.  With  other  muscle  or  joint  diseases  one 
must  sit  or  recline  to  take  all  weight  and  ten- 
sion off  the  affected  structures.)  Vaso-diala- 
tors  may  give  an  indication  of  the  diagnosis 
by  effect. 

Relatively  complete  ischemia,  particularly 
in  a terminal  blood  supply,  results  in  death 
of  tissue.  There  is  little,  if  any,  difference 
between  a cardiac  infarct  and  an  arterioscler- 
otic gangrene  of  the  fingers.  Intense  pain 
similar  in  character  to  the  pain  of  diminished 
blood  supply,  but  much  worse,  is  the  rule. 
This  pain  persists  until  the  complete  death 
of  the  tissue  involved.  Cessation  of  pain  is 
indicative  of  death  of  the  tissue. 

No  means  of  ready  proof  of  the  status  of 
circulation  to  the  internal  organs  is  available. 
From  symptomatology  and  an  examination  of 
the  conditions  of  available  arteries,  one  may 
make  a canny  estimate  of  the  diagnosis. 

To  recapitulate:  One  expects  to  see  slight 
aberration  of  function  progressing  (depend- 
ing on  the  richness  of  the  blood  supply)  to 
complete  loss  of  function.  This  may  happen 
gracefully  and  gradually  or  with  explosive 
suddeness.  Sensations  from  the  affected  area 
are  at  first  bizarre  and  inexplicable,  later 
aching  and  painful,  then  acutely  grindingly 
painful,  and  finally  absent. 

In  areas  of  - more  or  less  terminal  blood 
supply,  one  expects  the  ischemia  to  progress 
to  infarction  with  acute  symptoms  and  death 
of  tissue.  One  fact  to  remember  is  that  the 
nervous  tissues  of  the  brain  have  no  sensory 
nerve  supply  and  a small  infarct  may  be  re- 
latively “silent.” 
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Specific  Inquiries  to  be  Made.  Ask  particu- 
larly about  arterial  disease  in  antecedents. 
Arteriosclerosis  is  probably  not  directly  an 
inherited  process,  but  heredity  certainly  has 
some  effect.  Take  a thorough  history  for 
evidences  of  any  degenerative  disease.  Has 
there  been  any  impairment  of  memory,  par- 
ticularly for  recent  events?  (What  did  you 
have  for  breakfast  yesterday  morning?)  Is 
there  failure  of  sight  or  hearing,  evidence  of 
aging  of  the  respiratory  system  or  of  cardiac 
overload?  Is  digestion  adequate? 

Frequently,  arteriosclerosis  will  produce 
cold  hands  and  feet  which  are  most  annoying 
to  the  patient.  Ask  about  this  symptom.  In- 
quire about  pain  both  upon  action  and  at 
rest.  Intermittent  claudication  is  a frequent 
symptom.  Has  the  patient  ever  been  treated 
for  high  blood  pressure? 

Get  a detailed  history  of  the  onset  of  the 
disease  and  any  previous  attacks.  Many  times 
vascular  spasms  occur  in  early  arteriosclerosis 
and  mimic  closely  the  symptoms  of  per- 
manent arterial  change.  These  early  spasms 
may  be  indicative  of  the  later  course  of  the 
disease.  The  vagueness  of  the  early  picture 
itself  is  a symptom. 

Ask  in  great  detail  into  the  character,  dura- 
tion, and  manner  of  relief  of  any  pain  you 
consider  arterial  in  origin.  Remember,  in 
organizing  your  questions  that  no  area  or 
system  is  immune  and  that  the  symptoms  are 
basically  the  same  throughout. 

Points  to  be  Determined  Upon  Physical  Ex- 
amination. Examine  all  accessable  arteries, 
paying  particular  attention  to  the  temporal 
(It  is  tortuous  and  visibly  pulsating?),  the 
radial  (Is  it  firm  and  beaded?),  and  the 
arteries  of  the  eye  grounds.  The  most  val- 
uable tool  you  have  is  the  ophthalmoscope. 
Look  particularly  for  toruosity  of  the  retinal 
arteries  and  for  “silver-wiring.”  This  is 
simply  a light  reflex  on  the  side  of  the  artery 
toward  your  eye.  It  looks  as  if  a tiny  silver 
wire  runs  along  the  very  top  of  the  narrowed 
vessel.  Check  for  arterio-venous  nicking,  the 
firm  artery  indenting  and  flattening  the  vein 
at  points  of  crossing. 

This  examination  of  the  arteries  is  relative 
and  calls  for  judgment  in  its  interpretation. 
The  problem  is  not  to  determine  whether 
arteriosclerosis  is  present  (in  the  majority  of 
elderly  people  it  will  be)  but  whether  there 


are  indications  of  a sufficient  degree  of  the 
disease  to  cause  symptoms. 

If  the  heart  is  not  obviously  decompensa- 
ting, be  sure  to  check  for  exercise  tolerance. 
Two  or  three  determinations  several  months 
apart  will  give  you  excellent  prognostic  data 
as  to  the  general  vascular  system.  Signs  of 
decompensation  should  be  sought  for  and  will 
frequently  be  found. 

Your  initial  check  of  the  blood  pressure  is 
only  a fair  indication  of  arterial  condition. 
Too  many  factors  enter  into  the  production  of 
blood  pressure  levels  for  this  to  be  accurate. 
An  average  of  three  to  five  determinations 
taken  several  weeks  apart  will  be  more  ad- 
vantageous. It  is  well  to  remember  that 
arterial  disease  quite  frequently  may  occur  in 
the  presence  of  a normal  blood  pressure. 

Examine  the  skin  and  nails  of  the  extrem- 
ities. The  shiny,  hairless  skin  of  the  lower 
leg  and  foot,  slow  growth  of  nails,  and  the 
slowness  of  return  of  color  after  pressure 
over  a nail,  are  indicative  of  poor  arterial 
circulation.  Finally,  look  at  the  patient  as  a 
whole.  Does  he  look  old  and  “worn  out”?  Re- 
member the  statement  that  “a  man  is  as  old  as 
his  arteries.” 

Laboratory  Determinations.  As  a general 
rule,  no  special  tests  are  needed  or  indicated. 

Pitfalls.  Most  frequently,  arteriosclerotic 
disease  is  labelled  something  else.  An  ex- 
ample is  pancreatic  arteriosclerosis  with  dia- 
betes in  which  the  diabetes  is  diagnosed  at 
onset  with  complete  disregard  of  the  arter- 
iosclerotic factor.  One  should  remember  al- 
ways that  arteriosclerosis  may  be  explosive 
and  catastrophic  at  any  time.  Many  of  the 
minor  pains  and  dysfunctions  of  the  aged  are 
purely  arteriosclerotic  and  should  be  diag- 
nosed as  such. 

Many  physicians  simply  overlook  arter- 
iosclerosis. Much  needless  time  is  spent  look- 
ing for  obscure  disease  when  arterial  path- 
ology patently  accounts  for  all  symptoms. 

Treatment.  While  much  promising  research 
is  under  way,  there  is  no  current  medicinal 
therapy  that  will  prevent,  arrest,  or  reverse 
the  process  of  arteriosclerosis.  The  most  im- 
portant function  of  the  physician  is  the  estab- 
lishment of  what  might  be  called  a rappaport 
between  the  patient  and  his  disease. 

It  is  quite  possible  for  the  average  man  to 
live  comfortably  within  the  limits  of  activity 

(Continued  on  Page  358) 
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Selective  Service  and  the  South  Dakota  Doctor 

By  Guy  E.  Van  Demark.  M.D.,  Sioux  Falls.  S,  Dak. 

Chairman,  South  Dakota  Advisory  Committee  to  Selective  Service 


On  October  6,  1950,  President  of  the  United 
States,  Harry  S.  Truman,  signed  a proclama- 
tion authorizing  a special  registration  for 
selective  service  purposes  which  was  designed 
to  secure  certain  professional  personnel  for 
military  duty.  The  signing  of  the  proclama- 
tion affected  vitally  every  doctor  of  medicine 
under  the  age  of  fifty  in  the  State  of  South 
Dakota,  even  if  this  effect  was  only  a feeling 
of  insecurity. 

Machinery  was  set  up  within  Selective  Ser- 
vice and  the  Health  Resources  Advisory 
Council  to  shape  up  a smooth  running  pro- 
gram. Each  State  was  to  set  up  an  advisory 
committee  to  work  with  the  State  Director 
of  Selective  Service  in  determining  whether 
or  not  an  individual  was  essential  to  the 
health,  welfare  and  national  safety  in  the 
community  where  he  practiced.  The  pro- 
cedure is  for  Selective  Service  to  ask  the  ad- 
visory committee  for  a group  of  recommenda- 
tions as  to  essentiality  all  at  one  time  as  the 
registrants  are  placed  in  their  priorities  by 
the  local  draft  boards.  Then  when  actual  call 
is  contemplated,  the  Advisory  Committee  is 
rechecked  for  an  essentiality  determination. 
If  the  individual  is  not  essential,  he  is  put  on 
order  to  report  for  induction  — but  has  the 
opportunity  to  apply  immediately  for  a com- 
mission. 

PRIORITIES 

In  arranging  for  as  orderly  a call-up  as  pos- 
sible, it  was  necessary  to  establish  a system 
of  priorities  to  determine  that  the  first  go 
first. 

Priority  one  — consists  of  those  persons 
who  participated  as  students  in  ASTP,  V~12, 
or  who  were  deferred  to  finish  their  educa- 
tions, and  who  served  less  than  ninety  days 
on  active  duty  with  the  Air  Force,  Army, 
Navy,  Marine  Corps,  Coast  Guard  or  Public 
Health  Service. 

Priority  Two  — consists  of  those  persons 
who  participated  as  students  in  the  ASTP, 


V-12,  or  who  were  deferred  to  finish  their 
education,  and  had  more  than  ninety  days 
but  less  than  twenty-one  months  of  active 
duty. 

Priority  Three  — consists  of  those  not  hav- 
ing any  active  service  in  the  military  forces. 

Priority  Four  — Those  not  included  in 
priority  one  and  two  who  have  had  military 
service. 

The  Army,  Air  Force,  and  Navy  have  estab- 
lished similar  priorities  on  their  reservists 
and  all  such  reservists  are  called  for  active 
duty  after  a check  of  essentiality  by  the  Ad- 
visory Committee.  - 

THE  RECORD  IN  SOUTH  DAKOTA 

In  South  Dakota,  after  the  registration 
which  took  place  in  January  1951  there  were 
28  Priority  I physicians.  Of  these  1 1 have  been 
taken  into  active  duty  or  are  on  orders  to 
report.  8 have  been  declared  essential  in  their 
communities  and  5 have  been  classified  4F. 
No  action  has  been  taken  on  2 others,  both  of 
whom  are  now  residing  outside  of  the  State. 

In  Priority  II  there  were  11  registrants.  5 
are  on  active  duty  or  have  orders  to  report,  4 
have  been  declared  essential  and  2 have  been 
classified  4F. 

Priority  III,  which  is  our  largest  group,  has 
not  been  touched  by  the  military  as  of  the 
time  of  the  writing  of  this  article.  It  is  con- 
templated that  a call  for  some  younger  men  in 
this  group  will  be  made  in  early  1953. 

According  to  the  records  of  Priority  III 
physicians  in  the  office  of  the  Advisory  Com- 
mittee, there  are  110  registrants  in  this  group. 
Of  these,  the  committee  has  recommended 
essentiality  classifications  on  41.  As  shifts  in 
the  physician  population  in  the  State  take 
place,  it  is  probable  that  many  of  the  41 
essential  classifications  will  be  changed  to 
“not  essential.” 

RESERVISTS 

Much  of  the  misunderstanding  brought  to 
the  attention  of  the  Advisory  Committee  con- 
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cern  reservists  with  less  than  twenty-one 
months  service  who  feel  that  they  should  not 
have  to  serve  until  all  persons  with  no  ser- 
vice have  been  called  up.  Referring  back  to 
the  priorities  that  were  established,  it  is  easy 
to  see  that  a Naval  reservists  trained  in  V-12 
with  only  11  months  service  is  handled  just 
as  a Selective  Service  Registrant  with  the 
same  obligations  and  record  of  service.  To 
date  we  list  49  reservists  in  Priorities  I and  II. 
Of  these  7 have  been  called  to  active  duty  or 
are  on  orders  and  9 have  been  declared  essen- 
tial. The  Army  and  Navy  are  just  now  using 
up  their  Priority  I men  so  will  soon  start  to 
call  the  remainder. 

PROCEDURE 

It  should  be  emphasized  that  in  all  calls 
through  Selective  Service,  the  Local  Draft 
Board  and  the  Appeal  Board  are  the  final 
authorities.  They  are  not  bound  by  the  recom- 
mendations of  the  Advisory  Committee. 

When  the  Local  Board  receives  a recom- 
mendation of  “essential”  or  “non-essential”  it 
considers  the  evidence  and  then  classifies  the 
registrant.  The  Advisory  Committte  is  noti- 
fied of  the  classification. 

Any  physician  classified  I-A  by  a Local 
Board  may  appeal  within  10  days,  proper  pro- 
cedure for  the  appeal  being  obtained  from 
the  Draft  Board. 

Any  physician  who  is  classified  “essential” 
and  deferred  temporarily  from  service  must 
show  that  a bona  fide  attempt  is  being  made 
to  obtain  a replacement  for  him  in  his  com- 
munity. “Bona  Fide”  attempts  will  consist  of 
a request  in  writing  for  a physician  to  the 
Placement  Service  of  the  South  Dakota  State 
Medical  Association,  and  the  Placement  Ser- 
vice of  the  American  Medical  Association,  535 
North  Dearborn,  Chicago  10,  Illinois.  If  no 
such  attempt  is  made,  the  individual’s  status 
will  be  reconsidered  at  the  end  of  six  months. 

RELOCATION 

The  State  Advisory  Committee  and  the 
State  Medical  Association  are  cooperating 
with  the  AMA  in  helping  physicians  relocate 
after  they  have  finished  service.  The  AMA 
contacts  each  physician  before  his  release 
from  service.  If  he  desires  help  in  relocation 
he  sends  in  a form  naming  the  states  in  which 
he  is  interested  in  practicing,  the  type  of  prac- 
tice, and  the  size  of  community.  The  AMA 
sends  the  information  to  the  Advisory  Com- 
mittee in  the  state  or  states  of  his  choice  for 


follow-through.  In  South  Dakota,  the  infor- 
mation is  then  forwarded  to  the  South  Dakota 
State  Medical  Association  Placement  Service 
for  action. 

Realizing  that  this  information  may  not  be 
complete,  it  is  suggested  that  any  questions 
you  may  have  be  directed  to  the  South  Dakota 
Advisory  Committee  to  Selective  Service,  300 
First  National  Bank  Building,  Sioux  Falls. 


GOVERNOR'S  COMMITTEE  MEETS 
IN  PIERRE 

The  Governor’s  Committee  on  Children  and 
Youth  met  in  Pierre  on  November  23  to  dis- 
cuss future  activities  of  the  Committee  and 
to  accept  reports  of  various  committee  chair- 
men. 

In  the  field  of  health  the  matter  of  mental 
health  problems  came  up.  The  group  en- 
dorsed a planned  legislative  proposal  on  re- 
vision of  the  commitment  laws  to  Yankton 
State  Hospital.  They  also  discussed  the  treat- 
ment of  children  at  Yankton. 

John  C.  Foster,  executive-secretary,  repre- 
sented the  state  medical  association  at  the 
meeting. 


AMA  PLANS  FOR 
SPRING  MEETING 

Hardly  is  the  debris  swept  away  from  one 
AMA  meeting  when  it’s  time  to  plan  another 
. . . especially,  when  the  next  annual  meeting 
of  the  Association  is  expected  to  top  all  pre- 
vious records  — including  the  total  attend- 
ance of  15,667  physicians  made  at  the  cen- 
tennial session  of  1947  at  Atlantic  City. 

As  early  as  last  spring,  AMA  headquarters 
staff  men  settled  preliminary  arrangements 
with  contractors,  truckers,  decorators  and 
convention  hall  officials  for  the  June  meeting 
to  be  held  in  New  York  City. 

During  the  first  part  of  January,  more  than 
5,280  square  feet  of  exhibit  space  will  be  sold 
to  approximately  350  commercial  firms.  Space 
has  been  allotted  on  the  first  three  floors  for 
the  Technical  Exposition  and  on  the  fourth 
floor  for  the  Scientific  Exhibit. 

More  than  12,000  hotel  rooms  in  New  York 
have  been  pledged  for  the  convention.  Phys- 
icians planning  to  attend  the  meeting  may 
make  their  reservations  as  soon  as  the  hotel 
advertisement  appears  in  the  Journal  of  the 
AMA. 
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KEEPING  UP  WITH  THE  WORLD 
OF  MEDICINE 

Every  day  there  is  something  new  in  med- 
ical practice,  as  you  know  from  reading  the 
journals  of  your  State  and  National  societies, 
listening  to  the  latest  “detail”  man,  or  (like 
your  patients)  checking  with  TIME  magazine. 
Have  you  ever  wished  that  the  journals  were 
available  to  give  you  more  information  be- 
yond these  brief  reports,  and  perhaps  check 
on  the  latter  sources?  These  journals  are  as 


close  to  you  as  your  nearest  mailbox  and  you 
can  obtain  them  by  writing  a card  to  the 
librarian  at  the  Medical  Library  of  the  Uni- 
versity of  South  Dakota.  Our  present  li- 
brarian is  retiring  at  the  end  of  the  year,  but 
we  hope  to  have  a replacement  by  that  time, 
and  the  loan  service  to  physicians  in  the  state 
will  continue  with  no  interruptions. 

The  Medical  Library  has  8,393  volumes,  of 
which  a large  percentage  is  periodicals.  The 
librarian  will  be  glad  to  send  you  any  specific 
issue  or  volume  of  a periodical  on  short-term 
loan.  If  you  request  a journal  to  which  the 
library  does  not  subscribe,  it  can  usually  be 
obtained  with  very  little  delay  from  another 
library  in  the  area'.  Or  would  you  like  to 
know  what  has  been  published  in  the  last 
year  or  two  on  a specific  subject,  such  as  a 
new  surgical  technique  or  the  use  of  drugs  in 
the  treatment  of  alcoholism?  If  you  will  take 
a few  minutes  to  put  your  request  in  writing, 
the  librarian  will  prepare  and  send  to  you  a 
bibliography  from  the  pertinent  journals. 

The  following  list  of  journals  has  been 
selected  from  our  subscription  list,  and  in- 
cludes those  which  are  likely  to  be  of  greatest 
interest  to  practicing  physicians.  It  is  in- 
tended to  be  a guide  to  the  contents  of  the 
library  rather  than  a complete  catalog.  In 
addition,  new  journals  are  constantly  being 
added  to  the  library  as  they  appear,  and  it  is 
therefore  possible  that  the  one  you  wish  is 
available  even  though  the  title  is  not  on  the 
list.  In  general,  back-files  of  all  these  jour- 
nals are  complete  to  1940  or  to  volume  I, 
whichever  is  later;  files  of  many  of  the  jour- 
nals are  much  more  extensive. 
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American  Heart  Journal 
American  Journal  of  Anatomy 
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by  Roy  E.  Jernstrom,  Rapid  Cily,  S.  D. 


The  election  is  over.  Rule  by  bureaucracy  has  been  defeated. 

The  trend  towards  socialism  has  been  temporarily  halted.  Without 
the  help  of  a substantial  part  of  the  Democratic  party,  the  Repub- 
lican candidate  could  never  have  won.  It  wasn’t  so  much  a defeat 
of  the  Democratic  Party,  as  it  was  a defeat  of  a party  that  was 
leaning  and  more  towards  socialism  and  rule  by  appointed  officials 
rather  than  elected  officials.  I hope  you  will  pardon  me  for  repeat- 
ing some  words  of  Daniel  Webster  as  quoted  by  Dr.  Bauer  in  his 
A.M.A.  presidential  inaugural  address: 

“It  were  but  a trifle  even  if  the  walls  of  yonder  Capitol  were 
to  crumble,  if  its  loftly  piUars  should  fall,  and  its  gorgeous  decora- 
tions be  all  covered  by  the  dust  of  the  valley.  All  these  may  be 
rebuilt. 

But  who  shall  reconstruct  the  fabric  of  demolished  government? 

Who  shall  rear  again  the  well-proportioned  columns  of  constitutional 
liberty? 

Who  shall  frame  together  the  skillful  architecture  which  unites  national  sovereignty  with  States 
Rights,  individual  security  and  public  property? 

No,  if  these  columns  fall,  they  will  be  raised  not  again.” 

The  people  spoke  November  4th  and  said  to  the  Republican  candidates,  “We  don’t  like  the  way 
things  have  been  going.  Let’s  see  what  you  can  do.”  The  words  Democrat  and  Republican  don’t  mean 
what  they  did  50  years  ago.  I am  sure  that  many  doctors  who  have  been  Democrats  in  the  past  voted  for 
General  Eisenhower  not  because  he  had  the  label  Republican,  but  because  he  promised  to  stop  the  trend 
towards  socialism  and  regimentation. 

Why  am  I burdening  you  with  all  this  that  you  already  know?,  — because  it  is  now  up  to  everyone  of 
us  and  also  our  wives  to  do  all  we  can  to  see  to  it  that  the  new  administration  gives  us  not  another  new 
deal  but  an  American  deal.  The  past  administration  deserves  a great  deal  of  credit  for  a lot  of  wonderful 
social  legislation  they  instituted.  Let  us  continue  with  social  but  not  socialistic  reforms.  Improving  con- 
ditions in  our  mental  institutions  is  social  reform;  compulsory  health  insurance  is  socialism. 

I hope  the  doctors  will  stay  in  politics.  Elihu  Root  once  said  “Politics  is  the  practical  exertion  of  the 
art  of  self-government  if  self-government  is  to  continue.  The  principal  reproach  against  any  American 
should  be  that  he  is  not  a politician.” 

Enough  about  politics.  I would  like  to  say  a few  more  words  about  the  Press-Radio  Code.  By  the 
time  you  read  this  you  should  have  aU  received  your  copy.  If  you  have  not,  please  write  John  Foster  for 
me.  I wish  the  doctors  in  each  town  where  there  is  a paper  would  initiate  the  formation  of  a committee 
composed  of  all  the  included  groups  namely  the  doctors,  hospitals,  press  and  radio.  In  the  larger  places 
all  the  groups  would  be  represented.  A chosen  doctor  should  ask  each  group  to  name  a representative  and 
then  you  should  all  meet  together  and  work  out  an  agreement  based  on  the  Code  of  Cooperation.  In  my 
next  letter  I will  let  you  know  how  it  is  working  out  in  Rapid  City.  I am  sure  that  all  groups  concerned 
will  profit  by  working  together.  I know  that  the  medical  profession  will  profit  from  a friendly  and  well 
informed  press  and  radio. 

Dr.  Lamport  tells  me  that  funds  for  the  AMA  Medical  Education  Foundation  are  coming  in  satisfac- 
torily but  hopes  that  all  the  doctors  will  see  fit  to  contribute  something  before  the  year  is  over.  Remember 
you  can  contribute  to  the  school  of  your  choice.  Let’s  be  consistent.  We  don’t  want  medicine  federalized. 
Therefore  we  should  not  want  our  medical  schools  federalized.  Last  year  Mr.  Murray  of  socialized  med- 
icine fame  made  the  statement  that  the  doctors  talked  one  thing  and  did  another.  He  based  this  on  the 
infinitesimal  amount  contributed  by  the  doctors  in  1951.  He  was  justified  in  his  statement.  Let’s  not 
make  his  statement  justifiable  in  1952.  Of  course  it  hurts  to  give  to  all  these  things.  But  remember  if  we 
want  to  preserve  private  enterprise  we  must  spend  a substantial  amount  of  our  income  for  doing  things 
for  others  as  the  government  will  not  only  do  everything  for  us  but  I am  afraid  also  do  it  to  us. 

I hope  all  the  district  societies  are  sponsoring  the  Essay  Contest  of  the  Association  of  American 
Physicians  and  Surgeons.  It  is  weU  worth  while  and  easy  way  to  educate  the  youth  as  to  the  value  of 
the  private  practice  of  medicine. 

I noticed  in  the  paper  that  they  are  trying  to  build  an  old  peoples  home  in  Watertown.  I know  nothing 
about  this  project  but  I do  know  that  the  number  of  old  people  are  increasing  rapidly  and  their  decent 
care  is  getting  to  be  more  and  more  a problem.  I am  sure  that  we  as  doctors  realize  this.  We  see  the 
problems  the  responsibility  for  care  of  aged  parents  brings  to  married  couples,  who  already  have  problems 
of  their  own.  I feel  the  medical  profession  should  take  a sympathetic  view  towards  the  movement  to 
erect  homes  for  the  aged.  The  churches  are  doing  a wonderful  job  along  this  line,  as  are  the  fraternal 
organizations.  When  old  people  are  grouped  in  such  homes  they  are  not  only  more  happy  but  also  the 
cost  of  their  care  is  lessened.  I ask  all  of  you  to  study  the  matter  of  care  of  the  non-sick  aged.  It  is  a 
problem  that  is  with  us  now  and  all  of  you  will  be  asked  to  give  advice  on  this  problem  in  the  Black  Hills 
next  June.  The  meeting  in  Rapid  City  will  be  June  15  and  16.  The  Stag  is  the  eve  of  June  14.  It  would 
advise  you  to  make  your  own  reservations  at  the  hotel  or  better  yet,  one  of  the  motels.  Why  don’t  you 
write  to  John  Foster  for  the  list. 
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SOUTH  DAKOTA  PUBLIC  HEALTH 
ASSOCIATION  REORGANIZES 

The  newly  reorganized  South  Dakota  Pub- 
lic Health  Association  met  at  Huron  on 
October  31st  for  the  purpose  of  completing 
reorganization,  adopting  a revised  constitu- 
tion and  by-laws,  and  considering  proposed 
legislation  affecting  public  health  and  wel- 
fare. Approximately  seventy-five  (75)  in- 
dividuals representing  many  different  in- 
terested organizations  registered  for  the  one- 
day  meeting. 

After  the  adoption  of  a revised  constitution 
and  set  of  by-laws.  Miss  Zella  Messner,  Super- 
intendent, Brookings  Municipal  Hospital  was 
chosen  as  president-elect.  The  complete  slate 
of  officers  of  the  Association  in  addition  to 
Miss  Messner  are:  President,  T.  E.  Eyres, 
M.D.,  Vermillion;  immediate  Past-president, 
H.  L.  Saylor,  Sr.,  M.D.,  Huron;  Vice-presi- 
dent, Laura  Stevens,  Bureau  of  Indian  Af- 
fairs, Aberdeen;  and  Secretary-Treasurer, 
T.  A.  Evans,  State  Department  of  Health, 
Pierre.  The  above  named  officers  also  com- 
prise the  membership  of  the  Executive  Board 
of  the  Association. 

Proposed  legislation  affecting  public  health 
and  welfare  which  has  been  approved  by  the 
Legislative  Research  Council  was  discussed 
by  the  group.  It  was  the  feeling  of,  those 
present  that  since  the  Association  was  so 
newly  activated  as  to  yet  have  no  definite 
membership,  it  would  be  inadvisable  for  the 
group  to  expose  approval  or  disapproval  at 
this  time. 

At  a noon  luncheon  at  the  Marvin-Hughitt 
Hotel,  Edwin  A.  Shelby,  M.D.,  Acting  Area 
Medical  Director,  from  the  Aberdeen  Area 
Office,  Bureau  of  Indian  Affairs  discussed 
medical  aspects  of  problems  associated  with 
the  health  of  the  Indian  population  in  this 
area. 

The  afternoon  program  consisted  of  a panel 
discussion  on  “The  Problems  of  Our  Aging 
Population.”  Participants  were  John  Wilson, 
Statistician,  State  Dept,  of  Health;  Edna 
Davidson,  R.N.,  Hospital  Nursing  Consultant, 


State  Dept,  of  Health;  R.  P.  Axlund,  Director, 
Beadle  County  Public  Welfare  Dept.;  and 
Clark  Johnson,  M.D.,  Yankton.  The  panel 
was  moderated  by  Harlan  Stricklett,  Public 
Health  Educator,  State  Department  of  Health. 

The  next  regular  meeting  of  the  Association 
will  be  held  sometime  during  the  fall  of  1952, 
the  exact  time  and  place  to  be  decided  by  the 
Executive  Board. 


DENTAL  VETERANS  URGE 
NEW  DRAFT  PRINCIPLES 

The  National  Dental  Veterans  Association 
has  recently  come  up  with  some  recommen- 
dations on  public  law  779,  “the  doctor  draft” 
which  they  feel  would  make  the  law  more 
practicable.  Their  recommended  principles, 
“altered  somewhat  to  apply  to  M.D.’s  follow: 

First:  that  the  bill  define  in  considerable 
detail  the  relative  degree  of  obligation  of 
military  service  of  each  priority  group  and 
of  the  individuals  within  each  group. 

Second:  that  the  basic  service  obligation  of 
every  doctor  within  draft  age  who  is  phys- 
ically capable  of  full  time  civilian  practice, 
be  considered  equal  and  so  stated  in  the  law. 

Third:  that  the  added  obligation  of  those 
doctors  who  received  all  or  part  of  their  pro- 
fessional training  as  a reward  for  previous 
military  service  (G.  I.  Bill),  or  in  expectation 
of  military  service  (ASTP  & V-12),  be  limited 
to  a day  of  service  for  each  day  of  educational 
subsidy;  and  that  this  principle  apply  to  any 
existing  or  future  subsidized  medical  educa- 
tional program.  Men  who  have  thus  satisfied 
this  obligation  for  government  aid  in  educa- 
tion shall  be  thereafter  considered  to  have  no 
further  obligation  for  that  training. 

Fourth:  that  every  day  spent  in  any  branch 
of  military  service  (including  indoctrination) 
shall  be  deducted  from  the  total  basic  obliga- 
tion plus  the  added  obligation  to  determine 
the  equable  period  of  military  service  that 
may  be  requested  from  any  doctor. 

Fifth:  that  the  new  law  provides  for  the 
immediate  induction  of  the  new  graduate  so 

(Continued  on  Page  353) 
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I NEWS  NOTES 

Dr.  Goldie  E.  Zimmerman, 

Sioux  Falls,  South  Dakota’s 
first  pediatrician,  has  an- 
nounced her  retirement  from 
the  practice  of  medicine.  Dr. 
Zimmerman  will  make  her 
home  in  Missoula,  Montana. 

* * * 

John  C.  Foster,  president 
of  the  South  Dakota  Mental 
Health  Association,  and  Mrs. 
Faith  Watson  were  South 
Dakota’s  delegates  to  the  Na- 
tional Association  for  Mental 
Health  meeting  in  New  York 
in  November.  Dr.  E.  Sheldon 
Watson  is  a member  of  the 
National  Board  of  Directors. 

Me  * * 

F.  W.  Haas,  M.D.,  superin- 
tendent of  the  Yankton  State 
Hospital,  has  resigned  to 
enter  private  practice  in 
Yankton. 


MEDICAL  ASSOCIATION 
SENDS  DELEGATES 
TO  OMAHA  MEETING 

Three  representatives  of 
the  South  Dakota  State  Med- 
ical Association  attended  a 
one-day  regional  meeting  in 
Omaha  on  problems  and  ac- 
tivities of  the  Washington  of- 
fice of  the  AMA.  Attending 
the  six  state  meeting  were: 
R.  G.  Mayer,  M.D.,  president- 
elect; R.  E.  Van  Demark, 
M.D.,  legislative  committee 


chairman;  and  John  C.  Fos- 
ter, executive  secretary. 

Dr.  Frank  Wilson,  director 
of  the  Washington  office  led 
the  discussions  in  coopera- 
tion with  Dr.  Joseph  Mc- 
Carthy of  Omaha,  regional 
legislative  chairman. 

About  forty  doctors,  auxil- 
iary officers  and  executives 
attended  the  meeting. 


WATERTOWN  DISTRICT 
REPORTS  FALL 
MEETINGS 

The  Watertown  District 
Medical  Society  has  reported 
that  it  is  maintaining  its 
usual  schedule  of  monthly 
meetings  starting  in  Septem- 
ber when  they  heard  Dr. 
Steven  Magiera  who  spoke 
on  “Coronary  Heart  Disease.” 
On  October  7th  Dr.  Tague  C. 
Chisholm  of  Minneapolis 
spoke  on  “Accident  Preven- 
tion in  Childhood.”  The  No- 
vember 4th  meeting  which 
was  set  up  for  election  night, 
had  no  speaker  but  was  more 
of  a business  and  social 
gathering  for  the  group. 

The  Watertown  District  is 
sponsoring  the  AAPS  Essay 
Contest  with  Dr.  Rodney 
Stoltz  as  chairman.  They 
have  also  set  up  sponsorship 
of  an  immunization  program 
for  children  of  rural  Codding- 
ton  County  which  is  chair- 


maned by  Dr.  Mary  Schmidt. 

A new  member.  Dr.  Donald 
F.  Campbell,  of  Watertown^ 
was  admitted  to  membership 
in  the  Society. 


ABERDEEN  DISTRICT 
SOCIETY  MEETS 

The  Aberdeen  District 
Medical  Society  held  its  reg- 
ular monthly  session  at  a 
dinner  meeting  at  the  Sher- 
man Hotel  on  Wednesday 
evening,  November  5th.  Dr. 
Philip  F.  H.  Pugh,  of  Sioux 
City,  Iowa,  gave  a very  in- 
teresting discussion  of  “Psy- 
chosomatic Aspects  of  Med- 
icine.” President  E.  A. 
Rudolph,  M.D.  appointed 
Drs.  B.  C.  Murdy,  P.  V.  Mc- 
Carthy and  R.  G.  Mayer  on  a 
nominating  committee  to  pre- 
sent a list  of  nominations  for 
officers  of  1953. 


U.S.D.  MEDICS 
HEAR  GUESTS 

A number  of  invited 
speakers  have  addressed  the 
students  of  the  medical 
school  on  Friday  afternoon 
this  fall.  These  men  and  their 
subjects  are  as  follows: 

September  12,  1952 
Mr.  John  Foster,  Sioux 
Falls 

“Government  in  Med- 
icine” 

September  19,  1952 

Dr.  F.  W.  Haas,  Yankton 
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“Alcoholics” 

October  3,  1952 
Dr.  A.  B.  Scales,  Picks- 
town 

“Some  Practical  As- 
pects of  Industrial 
Medicine” 

October  10,  1952 
Dr.  A.  M.  Pardee,  Ver- 
million 

“The  Meaning  and 
Value  of  Research” 


GOVERNOR'S 
COMMITTEE 
HEARS  REPORTS 

The  Governor’s  Committee 
on  Children  and  Youth,  at  a 
meeting  of  its  Executive 
Committee  and  sub-com- 
mittee chairmen,  October 
31st  at  Pierre,  heard  reports 
on  various  subjects  that  had 
been  assigned  to  the  sub-com- 
mittees particularly  in  the 
field  of  legislation  for  the 
coming  legislative  session. 

About  15  members  of  the 
committee  were  there  to 
make  their  reports  and  dis- 
cuss the  problems  that  had 
come  up  before  the  commit- 
tee. Heading  the  list  of  items 
that  were  discussed  were: 
Stronger  Penalties  for  Nar- 
cotic Violators;  A Better 
Commitment  Law  to  Yank- 
ton State  Hospital;  Improve- 
ment in  Teachers  Training 
Program  if  Necessary;  Chil- 
dren in  the  Courts;  and  Vot- 
ing Privileges  for  Persons 
down  to  the  Age  of  18.  There 
was  also  a discussion  on  the 
Isolation  of  Children  at 
Yankton  State  Hospital. 


CHEST  PHYSICIANS 
MEET  IN  MAY 

The  Nineteenth  Annual 
Meeting  of  the  American 
College  of  Chest  Physicians 
will  be  held  at  the  Hotel  New 


Yorker,  New  York  City,  May 
28-31,  1953. 

Physicians  who  wish  to 
present  papers  at  the  meet- 
ing should  submit  titles  and 
abstracts  to  Dr.  Arthur  M. 
Olsen,  Chairman,  Committee 
on  Scientific  Program,  Amer- 
ican College  of  Chest  Phys- 
icians, Mayo  Clinic,  Rochester, 
Minnesota. 


SCIENCE  GROUP 
MEETS  IN  ST.  LOUIS 

The  Annual  Meeting  of  the 
American  Association  for  the 
Advancement  of  Science  will 
be  held  at  St.  Louis,  Missouri, 
Saturday  afternoon  Decem- 
ber 27th.  A symposium  on 
the  Chemotherapy  of  Tuber- 
culosis has  been  arranged  by 
Dr.  Alfred  Goldman  of  Wash- 
ington University  School  of 
Medicine. 

On  the  symposium  will  be 
discussions  of  Antimircrobial 
Therapy  of  Pulmonary  Tu- 
berculosis, The  Laboratory 
Evaluation  of  the  Anti-Tu- 
bercular  Activity  of  the  Hy- 
drazine Derivatives  of  Isoni- 
cotinic  Acid,  and  The  Acute 
Pharmacology  in  Man  of  the 
INAH  Compounds,  and  the 
Use  of  Isoniazid  and  Ipron- 
iazid Compounds  in  Clinical 
Tuberculosis. 


AAGP  TO  ST.  LOUIS 
FOR  1953  SESSION 

The  American  Academy  of 
General  Practice  has  issued 
the  first  announcement  on  its 
Fifth  Annual  Scientific  As- 
sembly, to  be  held  in  Kiel 
Auditorium,  Saint  Louis,  on 
March  23  to  26,  1953.  This 
meeting  is  a “repeat”  for  St. 
Louis,  as  the  Academy’s  Sec- 
ond Assembly  was  held  there 
in  1950. 


The  program  for  next 
March  is  being  designed  to 
give  the  general  practitioner 
four  days  of  “solid,  meaty 
education  in  the  diagnostic 
procedures,  therapies  and 
techniques  useful  in  every- 
day practice”,  according  to 
Dr.  Merlin  Newkirk,  of 
South  Gate,  Calif.,  Chairman 
of  the  Committee  on  Scienti- 
fic Assembly.  It  will  cover 
seven  principle  subject  areas: 
Pediatrics,  physical  examin- 
ations, industrial  medicine, 
anesthesia,  surgery,  medical 
treatment,  and  cardiology. 

The  complete  list  of  speak- 
ers has  not  yet  been  released, 
but  will  include  such  top- 
flight names  as  Richard  Cat- 
tell,  M.D.,  of  the  Lahey 
Clinic;  Crenston  Holman, 
M.D.",  of  New  York;  Gradie 
R.  Rowntree,  M.D.,  Louis- 
ville, Ky.;  Elmer  Hess,  M.D., 
Erie,  Pa.;  Arild  Hansen, 
M.D.,  University  of  Texas; 
and  Pinson  Neal,  M.D.,  Uni- 
versity of  Missouri. 

The  Scientific  Exibit  Sec- 
tion will  contain  60  carefully 
selected  educational  displays 
(several  of  them  created 
specifically  for  this  meeting) 
all  closely  integrated  with 
the  formal  lecture  program. 
Through  this  recently  deve- 
loped technique  in  program 
planning,  the  Academy  is 
able  to  visually  supplement 
the  oral  presentations  from 
the  lecture  platform  with  re- 
lated exhibits  which  may  be 
studied  by  the  physician  at 
leisure. 


CHICAGO  MEDICAL 
SOCIETY  TO  MEET 

March  3rd,  1953,  will  mark 
the  opening  day  of  the  9th 
annual  Clinical  Conference 
of  the  Chicago  Medical  So- 
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ciety.  This  Conference  is  de- 
signed to  be  of  interest  to 
both  the  specialist  and  the 
general  practitioner.  It  will 
be  held  at  the  Palmer  House 
in  Chicago  and  will  present 
a variety  of  subjects  setting 
forth  the  latest  information 
available  to  the  medical  pro- 
fession. 

Conducting  the  Conference 
will  be  a faculty  ranging 
from  35  to  40  outstanding 
speakers  each  offering  a pre- 
sentation relating  to  their 
specialty.  In  addition  another 
group  will  give  daily  teach- 
ing demonstrations  which 
will  include  the  presentation 
of  patients.  They  will  em- 
phasize the  actual  technique 
to  be  employed  in  handling 
orthopedic,  medical  and  ped- 
iatric problems.  In  addition 
to  holding  these  demonstra- 
tions each,  day,  there  will  be 
a panel  discussion  at  a round 
table  luncheon  presenting 
topics  of  timely  interest. 

Our  technical  exhibitors 
are  eager  to  present  their 
latest  advances  in  the  field 
of  medicine  which  will  en- 
able the  doctor  of  today  to 
treat  his  patient  most  effec- 
tively. The  scientific  ex- 
hibitors will  demonstrate  the 
handicraft  and  professional 
worthiness  of  leaders  of  the 
profession  and  they  will  be 
found  to  be  most  worthy  of 
study. 

This  is  an  activity  of  the 
Chicago  Medical  Society  for 
its  membership  to  whom  no 
fee  is  charged.  Those  who 
are  not  members  of  the 
Chicago  Medical  Society  are 
asked  to  register  for  the  four 
days  at  the  nominal  fee  of 
$5.00. 

This  is  the  time  to  set  up 
your  arrangements-  so  these 
tour  days  in  March  will  per- 


mit you  to  come  to  the  Pal- 
mer House  and  not  only  visit 
with  physicians  from  all  sec- 
tions of  the  United  States  and 
Canada  but  likewise  hear  and 
see  the  latest  development  in 
modern  medicine. 


RURAL  HEALTH  CON- 
FERENCE SET  FOR 
FEBRUARY  27-28 

“Widening  the  Highway  to 
Health”  will  be  the  theme  of 
the  eighth  national  Confer- 
ence on  Rural  Health  to  be 
held  February  27-28  at  the 
Roanoke  Hotel,  Roanoke,  Vir- 
ginia. The  day  preceding  the 
general  sessions  (February 
26)  will  be  devoted  to  an  in- 
formal get-together  of  phys- 
icians, who  are  responsible 
for  rural  health  programs  in 
their  respective  states,  to  dis- 
cuss “Doctor  Participation  in 
Community  Programs.” 

The  subject  of  financing 
rural  medical  care  will  be 
covered  at  Friday’s  sessions. 
An  experience-an-accomp- 
lishment  program  to  stimu- 
late thought  on  “What  Can  I 
Do  When  I Get  Home?”  will 
be  presented  the  last  mor- 
ning. The  final  luncheon 
speaker  will  tell  what  med- 
icine is  doing,  in  cooperation 
with  other  organizations  and 
groups,  to  help  America  solve 
its  health  problems. 


RURAL  HEALTH  RADIO 
SERIES  AVAILABLE 

An  eight-week  radio  tran- 
scription series  on  rural 
health  entitled  “Help  Your- 
self to  Health”  will  be  re- 
leased October  15  by  the 
AMA’s  Bureau  of  Health 
Education  to  state  and  county 
medical  societies..  The  series 
consists  largely  of  true  stories 
about  small  American  com- 


munities which  have  success- 
fully solved  their  health 
problems  through  local  in- 
itiative and  effort.  Citizens 
from  these  communities  tell 
the  stories  in  their  own 
words. 

Verbatim  comments  used 
in  the  transcriptions  were 
tape-recorded  at  the  National 
Conference  on  Rural  Health 
held  in  Denver.  The  series 
was  produced  by  the  Rocky 
Mountain  Radio  Council. 
Each  program  runs  15 
minutes. 

Covered  in  the  series  are 
such  vital  topics  as  “How 
Small  Towns  Can  Get  a Doc- 
tor,” “How  Small  Towns  Can 
Keep  a Doctor,”  “Training 
Rural  Doctors,”  “Working 
Together  for  Health”  (health 
councils)  and  “Projects  for 
Your  Health  Council.”  The 
theme  that  “self-help  is  the 
American  way”  runs  through- 
out the  programs. 


FIRST  AID  GUIDE 
NOW  AVAILABLE 

Useful  tips  on  how  to 
handle  common  first  aid 
emergencies  have  been  com- 
piled in  a pocket-sized  ro.an- 
ual  by  the  AMA’s  Council  on 
Industrial  Health  and  the 
Bureau  of  Health  Education. 

Single  copies  are  available 
without  charge  through 
either  of  these  AMA  depart- 
ments. Quantity  prices  will 
be  supplied  on  request  by 
the  Order  Department. 


S.  D.  DOCTORS 
SPEAK  AT  N.  C.  MEET 

I 

Four  South  Dakota  phys- 
icians participated  in  a round- 
table discussion  at  the  annual 
meeting  of  the  North  Central 
Conference  in  Minneapolis, 
October  16th. 
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Roy  E.  Jernsirom.  M.D.. 

Rapid  City,  President  of  the 
S.D.M.A.,  presided  over  the 
discussion  on  “Fee  Spliting”; 
H.  R.  Brown,  M.D.,  Water- 
town,  spoke  on  “Veterans 
Medical  Care”;  L.  J.  Pankow, 
M.D.,  Sioux  Falls,  spoke  on 
“Osteopathy”  and  R.  E.  Van 
Demark,  M.D.,  Sioux  Falls, 
discussed  “Problems  of  Selec- 
tive Service  Regarding  Pro- 
fessional Personnel  in  S.  D.” 

H.  R.  Brown,  M.D.,  a past 
President  of  the  S.D.M.A., 
was  named  President  of  the 
North  Central  Conference  for 
the  coming  year.  The  North 
Central  Conference  is  made 
up  of  medical  Associations  in 
North  Dakota,  South  Dakota, 
Nebraska,  Iowa,  Minnesota 
and  Wisconsin. 


NEW  FILM 
LIST  PUBLISHED 

The  Committee  on  Medical 
Motion  Pictures  has  an- 
nounced the  publication  of  a 
new  revised  film  list  which 
includes  78  medical  films  not 
readily  available  from  other 
sources. 

This  list  will  be  available 
for  distribution  after  Decem- 
ber 1,  1952.  A copy  may  be 
obtained  by  writing  the  Com- 
mittee on  Medical  Motion 
Pictures,  American  Medical 
Association,  535  North  Dear- 
born Street,  Chicago  10,  111. 


MITCHELL  DISTRICT 
HEARS  NELIMARK 

The  6th  District  Medical 
Society  met  October  30th  at 
the  Mitchell  Country  Club  to 
hear  Doctor  D.  R.  Nelimark 
of  Mitchell  present  a paper 
on  “Nitrate  Poisoning,”  the 
meeting  featured  a discussion 
on  “Problems  of  Selective 
Service.” 


Speakers  Bureau  of  Association  Lists 
Medical  Subject  Speakers 


Available  now  for  speakers  at  District  Medical  meetings 
are  the  following: 


F.  E.  Kelsey,  Ph.D. 

University  of  S.  D. 
Vermillion,  S.  D. 


Hubert  S.  Anderson,  M.D. 

University  of  S.  D. 
Vermillion,  S.  D. 
Willard  O.  Read,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 


Max  A.  Heinrich,  Ph.D. 

University  of  S.  D. 
Vermillion,  S.  D. 


Edwin  H.  Shaw,  Jr.,  Ph.D. 

University  of  S.  D. 
Vermillion,  S.  D. 


Robert  H.  King,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

Keatha  K.  Krueger,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

Charles  D.  Cox,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

EugeneC.  Pirtle,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

W.  L.  Hard,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

Earl  B.  Scott,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 

Harry  J.  Clausen,  Ph.D. 
University  of  S.  D. 
Vermillion,  S.  D. 


1.  “Therapy  of  Pernicious  Anemia” 

2.  “Antibiotic  Interrelationship” 

3.  “Newer  Therapeutic  Agents  in  the 

Treatment  of  Malaria” 

4.  “Radioactive  Iodine  in  Thyroid  Di- 

sease” 

5.  “Newer  Therapeutic  Agents  in  the 

Treatment  of  Leukemia” 

6.  “Application  of  Radioactive  Isotopes 

in  Medicine” 

7.  “Radioactive  Isotopes  and  Cancer” 

8.  “Introduction  of  New  Drugs  Into 

Medical  Practice” 

9.  “The  Parmacology  of  the  Sulfo- 

namides” 

10.  “Therapy  of  Amebiasis” 

1.  “Some  Aspects  of  Carbo-hydrate 

Utilization” 

2.  “Water  and  Electrolyte  Balance” 

1.  “Some  Recent  Studies  on  the  Phys- 

iology of  Headache” 

2.  “Recent  Intrepretations  on  the  Role 

of  the  Liver  in  the  Development  of 
Irreversible  Shock” 

3.  “Some  Recent  Studies  on  the  Role 

of  the  Basal  Ganglia  in  the  Con- 
trol of  Voluntary  Movement  and 
its  Relation  to  Spasticity” 

1.  “The  Present  Status  of  the  Anti- 

histaminias” 

2.  “The  Development  of  the  Antihis- 
taminias” 

3.  “Therapy  of  Myasthemia” 

4.  “Newer  Drugs  Used  in  the  Treat- 

ment of  Parkinsonism” 

5.  “Modern  Trends  in  the  Treatment 

of  Morphine  Poisoning” 

6.  “Curare  and  Synthetic  Muscle  Re- 

laxants” 

1.  “Medical  Problems  in  Atomic  War- 

fare” 

2.  “Biochemistry  of  Tumors” 

3.  “Fluid  and  Electrolyte  Balance” 

4.  “Renal  Function” 

1.  “Implications  of  Vitamin  Research” 


1.  “Some  aspects  of  Enzymes  in  Use  as 
Therapeutic  Agents” 

1.  “New  Serological  Procedures  in 

Tuberculosis” 

2.  “Blocking  Antibodies  in  the  Inter- 

pretation of  Serological  Tests” 

1.  “Viral  Encephalitis  in  the  Mid- 
west” 

1.  “Discussion  of  topics  on  medical 

education  in  South  Dakota” 

2.  “Cerebral  Localization  of  Function” 

1.  “Effects  of  Amino  Acid  Deficiences” 

2.  “Developmental  Abnormalities  with 

Reference  to  Selected  Systems” 

1.  “Some  Experimental  Studies  on 

Chronic  Thyroiditis” 

2.  “The  Extra-hepatic  Biliary  System, 

With  Especial  Reference  to  a Study 
of  Some  Congenital  Anomalies 
Which  May  Appear” 
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PHARMACEUTICAL  DIVISION 

Charles  F.  Van  DeWalle.  Editor 


PHARMACEUTICAL  EDUCATION 
“It  is  the  continuing  obligation  of  phar- 
maceutical education  to  ensure  that  those  who 
become  pharmacists  acquire  the  education 
which  will  enable  them  to  begin  the  practice 
of  pharmacy,  have  the  desire  and  ability  to 
keep  abreast  of  the  growing  edge  of  know- 
ledge in  the  health  sciences,  make  contribu- 
tions to  their  profession  which  they  gladly 
share  with  others,  and  willingly  accept  re- 
sponsibility of  community  leadership  and  dis- 
charge it  with  wisdom.” 

This  quotation  is  from  The  Pharmaceutical 
Curriculum,  an  extensive  report  published 
by  the  American  Council  on  Education,  Wash- 
ington, D.  C.  The  report  was  prepared  by 
Dr.  Lloyd  E.  Blauch,  Chief  for  Education  in 
the  Health  Professions,  United  States  Office 
of  Education,  and  Dr.  George  L.  Webster,  Pro- 
fessor of  Chemistry,  University  of  Illinois  Col- 
lege of  Pharmacy,  in  collaboration  with  28 
members  of  consultative  committees.  It  traces 
some  of  the  recent  history  of  pharmaceutical 
education,  surveys  its  present  status,  and  dis- 
cusses proposals  for  future  development.  It 
suggests  the  broad-gauged  preparation  that  is 
required  of  pharmacists  in  order  that  they 
may  adequately  serve  their  communities, 
their  profession,  and  the  medical  and  other 
health  professions. 

Gateway  io  the  Profession 
The  report  points  out  that  the  colleges  of 
pharmacy  now  constitute  the  only  gateway 
to  the  profession  they  serve.  These  institu- 
tions therefore  have  a serious  public  respon- 
sibility, for  by  admitting,  screening,  and  grad- 
uating students  the  colleges  of  pharmacy,  to 
a very  large  extent,  make  the  decisions  as  to 
how  many  pharmacists  the  country  will  have, 
what  kind  of  persons  will  constitute  the 
future  members  of  the  profession,  and  what 
will  be  their  intellectual,  civic,  and  profes- 
sional accomplishments.  The  colleges  of  phar- 
macy should  be  looked  upon,  therefore,  as  the 
principal  safeguards  for  the  protection  of  the 


public  against  incompetent  and  unscrupulous 
practitioners.  These  considerations  suggest 
the  significance  of  pharmaceutical  education 
and  the  importance  of  improving  it  and  keep- 
ing it  up  to  date. 

Pharmaceutical  education  is  based  upon  an 
extensive  foundation  of  physical  and  biolog- 
ical science.  It  requires  the  mastery  of  certain 
techniques  of  operation,  particularly  in  the 
filling  of  physicians’  prescriptions.  Knowledge 
of  the  specialized  type  of  merchandising 
found  in  the  drug  store  must  also  be  incorpor- 
ated in  pharmaceutical  education.  Certain 
subjects  are  included  to  provide  for  the  phar- 
macist the  necessary  professional  orientation 
and  indoctrination.  The  education  of  the  phar- 
macist ' should  be  broad  enough  to  provide 
him  with  the  necessary  mental  backgrounds 
and  resources  to  enable  him  to  discharge  his 
civic  responsibilities  as  a leading  citizen  and 
to  help  him  live  a satisfying  life. 

Plan  of  Pharmaceutical  Education 

Those  who  are  preparing  for  the  practice 
of  pharmacy  now  receive  their  professional 
education  in  most  of  the  74  colleges  through 
a 4-year  professional  curriculum  to  which  stu- 
dents are  admitted  upon  graduation  from 
high  school.  It  leads  to  the  degree  of  Bachelor 
of  Science  in  Pharmacy.  This  curriculum  be- 
came the  standard  in  1932  for  all  accredited 
colleges  of  pharmacy.  It  has  served  fairly 
well  at  one  stage  of  development,  but  many 
pharmaceutical  educators  do  not  regard  it 
as  adequate  for  the  future. 

There  is  great  variation  among  the  colleges 
of  pharmacy  with  respect  to  their  educational 
programs.  Some  of  the  curriculums  are  well 
balanced  as  to  subjects  and  subject  matter, 
well  organized  with  good  sequences,  and 
reasonable  in  the  load  they  place  upon  the 
student,  but  other  curriculums  possess 
marked  weaknesses  in  these  respects.  The 
principal  shortcomings  of  the  pharmaceutical 
curriculum  are:  (1)  It  does  not  provide  a suf- 
ficient amount  of  general  education  on  the 
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college  level  — the  curriculum  allows  very- 
little  opportunity  for  instruction  in  such  sub- 
jects as  English,  history,  sociology,  psy- 
chology, government,  economics,  and  phil- 
osophy; (2)  it  does  not  include  adequate  in- 
struction in  the  biological  sciences,  particu- 
larly pharmacology  and  related  subjects;  and 
(3)  it  does  not  contain  enough  instruction  in 
the  administrative  aspects  of  pharmacy. 

New  Plans 

The  inadequacies  and  limitations  of  the 
present  plan  of  pharmaceutical  education 
have  led  a number  of  colleges  of  pharmacy  to 
devise  new  plans.  The  principal  innovation 
in  these  plans  consists  of  one  or  two  years  of 
pre-pharmacy  education  in  a college  of  liberal 
arts  before  the  student  is  admitted  to  the  col- 
lege of  pharmacy.  The  Ohio  State  University 
College  of  Pharmacy  in  July  1948  put  into 
operation  a 3-year  professional  curriculum  to 
which  students  are  admitted  only  after  they 
have  acquired  two  years  of  college  credit. 
This  is  known  ag  a 2-3  plan.  The  University  of 
Puerto  Rico  College  of  Pharmacy  in  1949  in- 
stituted a 1-4  plan  — one  year  of  liberal  arts 
education  and  a 4-year  professional  curri- 
culum in  pharmacy.  The  Montana  State  Uni- 
versity School  of  Pharmacy  in  1950  went  on 
a 2-3  plan  for  all  of  its  students,  and  in  1951 
the  University  of  Arizona  instituted  a 1-4 
plan.  The  Oregon  State  College  School  of 
Pharmacy  changed  to  a 2-3  plan  in  1951. 
Seven  other  colleges  of  pharmacy,  while 
maintaining  the  usual  4-year  curriculum, 
have  instituted  optional  plans,  such  as  1-4  and 
2-3,  for  students  desiring  to  pursue  them. 

A 4-year  professional  curriculum  in  phar- 
macy based  on  two  years  of  pre-pharmacy 
education  in  the  liberal  arts  and  sciences  was 
instituted  in  the  University  of  Southern  Cali- 
fornia School  of  Pharmacy  in  1950.  This  cur- 
riculum leads  to  the  degree  Doctor  of  Phar- 
macy, which  is  conferred  after  the  student 
has  had  1900  clock  hours  of  practical  exper- 
ience in  a pharmacy. 

Recommendations 

An  extensive  study  — The  Pharmaceutical 
Survey  — was  made  from  1946  to  1949  and 
reported  in  1950.  The  committee  in  charge 
recommended  in  1948  that  efforts  be  con- 
tinued for  the  improvement  “of  the  existing 
4-year  program  of  education  and  training,” 
and  it  recommended  also  that  steps  be  taken 


to  develop  and  establish  a 2-4  program  of 
education  and  training. 

Since  the  close  of  World  War  II  the  plan  of 
pharmaceutical  education  has  been  the  sub- 
ject of  much  discussion,  particularly  in  the 
meetings  of  the  American  Association  of  Col- 
leges of  Pharmacy.  Its  Committee  on  Curri- 
culum recommended  to  the  association  in  1948 
the  adoption  of  a 2-4  plan  as  the  standard  pat- 
tern, but  action  on  the  recommendation  was 
tabled  by  the  association  in  1950.  A subse- 
quent proposal  to  require  a 5-year  plan  (0-5, 

1- 4,  or  2-3)  failed  in  1951  to  receive  approval 
of  two  -thirds  of  the  member  colleges  — the 
number  necessary  for  adoption  of  a minimum 
compulsory  program. 

Two  District  Trends 

During  the  past  half  century  there  have  been 
two  distinct  trends  in  pharmaceutical  educa- 
tion. One  of  these  has  been  for  the  improve- 
ment of  the  quality  of  training.  This  trend  is 
continuing  at  present.  Better  curriculums  are 
being  provided,  better  prepared  instructors 
are  being  employed,'  new  and  improved  text- 
books are  being  made  available,  summer 
seminars  for  teachers  are  being  held,  and  the 
American  Council  on  Pharmaceutical  Educa- 
tion — the  accrediting  agency  for  colleges  of 
pharmacy  — is  exerting  a wholesome  in- 
fluence. 

The  other  trend  has  been  for  the  lengthen- 
ing of  the  plan  of  education.  In  1904  the  na- 
tional standard  for  admission  to  colleges  of 
pharmacy  included  “a  common  school  educa- 
tion entitling  the  student  to  enter  high 
school.”  This  requirement  was  raised  in  1908 
to  the  completion  of  one  year  of  high  school, 
in  1917  to  the  completion  of  two  years  of  high 
school,  and  in  1923  to  the  completion  of  four 
years  of  high  school.  The  length  of  the  phar- 
maceutical curriculum  was  set  at  40  weeks 
in  1904,  at  two  years  in  1907,  at  three  years  in 
1925,  and  at  four  years  in  1932,  the  4-year  cur- 
riculum to  be  operated  on  a 5-day-week 
schedule. 

Thus  pharmaceutical  education  shared  in 
the  notable  educational  advances  made  dur- 
ing the  first  half  of  the  twentieth  century, 
perhaps  as  much  as  some  fields  but  not  as 
much  as  others.  The  programs  of  some  other 
professions  now  are:  medicine,  3-4;  dentistry, 

2- 4;  osteopathy,  2-4;  veterinary  medicine,  2-4; 
chiropody,  1-4;  optometry,  1-4  or  2-3;  law,  2-3; 
and  architecture,  0-5. 
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Two  Prinicipal  Questions 

There  are  two  major  questions  which  now 
confront  pharmaceutical  education:  (1)  Should 
the  pharmacist  be  a broadly  educated  man 
who  possesses  a sufficient  foundation  of 
knowledge  in  the  social  sciences  and  the 
humanities  to  enable  him  to  play  the  role 
of  a professional  man  in  his  community,  par- 
ticipating in  civic  affairs  as  a leader  and  liv- 
ing the  life  of  a well  informed  and  adjusted 
individual?  If  so,  shall  those  who  aspire  to 
become  pharmacists  be  required  to  pursue 
college  education  in  the  liberal  arts  and 
sciences  before  entering  a college  of  phar- 
macy? (2)  Shall  the  professional  curriculum 
be  of  sufficient  length  to  incorporate  adequate 
training  in  the  rapidly  developing  physical 
sciences  and  in  mathematics,  the  expanding 
biological  sciences,  pharmacy,  and  pharmacy 
administration  so  that  the  student  may  com- 
prehend the  scientific  bases  of  his  activities 
as  a pharmacist,  learn  to  carry  on  those  activ- 
ities in  a responsible  professional  way,  and 
acquire  ability  so  to  manage  the  operations  of 
a pharmacy  as  to  maintain  it  on  a sound  fi- 
nancial as  well  as  professional  basis?  If  these 
two  major  questions  are  to  have  affirmative 
answers,  it  now  appears  to  many  (1)  that  the 
current  4-year  plan  of  pharmaceutical  educa- 
tion is  not  adequate,  and  (2)  that  a 2-4  plan  is 
highly  desirable  as  the  next  step  for  the  im- 
provement of  the  education  and  training  of 
pharmacists. 

The  report  on  the  pharmaceutical  curri- 
culum discusses  these  questions  at  length.  It 
suggests  that  a 2-4  plan  of  pharmaceutical 
education  would  (1)  be  in  line  with  the  de- 
veloping pattern  of  education  in  the  United 
States,  particularly  the  trend  to  prolong  the 
period  of  general  education  for  students  of 
the  professions;  (2)  help  to  keep  out  of  the 
colleges  of  pharmacy  the  least  competent  stu- 
dents and  encourage  more  capable  applicants 
to  enroll;  (3)  overcome  many  of  the  deficien- 
cies and  shortcomings  of  the  present  plan  of 
pharmaceutical  education  and  make  possible 
the  organization  of  an  educationally  sound 
progrm;  (4)  be  in  keeping  with  the  expansion 
of  programs  for  education  in  the  other  health 
professions;  (5)  provide  an  adequate  basis  for 
gr-aduate  study;  (6)  give  pharmacy  and  the 
pharmacist  a more  satisfying  status  among 
the  professions,  in  the  universities,  and  with 
the  public.  The  report  indicates  that  a 2-4 


plan  is  now  feasible  because  of  the  increased 
number  of  applicants  in  recent  years  for  the 
study  of  pharmacy. 

Colleges  of  Pharmacy 

There  are  now  in  the  United  States  74  col- 
leges and  schools  of  pharmacy,  not  including 
the  one  in  the  University  of  Puerto  Rico.  Dur- 
ing the  first  term  of  the  year  1951-52  they  en- 
rolled 17,669  undergraduate  and  514  graduate 
students  — a total  of  18,183.  The  colleges  and 
schools  of  pharmacy  are  found  in  43  States. 

Note 

The  book  mentioned  in  the  article  — The 
Pharmaceutical  Curriculum — is  neatly  bound 
in  cloth  and  is  sold  at  $2  a copy,  postpaid.  It 
may  be  obtained  from  the: 

American  Council  on  Education 
1785  Massachusetts  Avenue,  N.  W. 
Washington  6,  D.  C. 


DENTAL  VETERANS— 

(Continued  from  Page  346) 

that  he  may  return  to  civilian  practice  as 
early  in  his  career  as  possible  rather  than  be 
allowed  to  start  practice  and  then  be  in- 
ducted. 

Sixth:  that  a policy  of  economy  in  medical 
personnel  be  forced  upon  the  military  services 
limiting  the  number  of  doctors  per  thousand 
troops  at  a realistic  rather  than  an  idealistic 
level  in  fairness  to  our  civilian  population 
health  needs. 

Formula:  the  present  obligation  for  further 
military  duty  of  each  inductible  doctor  shall 
be  the  sum  of  the  basic  obligation  plus  the 
number  of  days  subsidized  education  he  re- 
ceived minus  the  days  he  has  been  on  active 
military  duty. 


NEV/S  NOTES 

Dr.  F.  J.  LeBanc  attended  the  centennial  of 
the  American  Pharmaceutical  Association  in 
Philadelphia  this  past  August. 

Total  enrollment  for  the  Division  of  Phar- 
macy is  now  155  students.  This  is  an  increase 
of  35  over  last  year. 


1953  Subscriptions  for  Individual 
Subscribers  Are  Now  Due.  Send  Your 
$2.00  Now  to  Continue  Yours. 
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PRESIDENT’S  PAGE 

of  the  Pharmaceutical  Division 

Chan  Shirley,  Brookings,  South  Dakota 


Let  us  not  under-rate  South  Dakota  Pharmaceutical 
standards,  but  let  us  strive  constantly  to  improve  them,  keep- 
ing a watchful  eye  toward  any  group  or  individual  who  at- 
tempts to  undermine  these  standards. 

While  in  St.  Louis  in  October,  attending  the  N.A.R.D. 

Convention,  I had  occasion  to  observe  a few  things  which 
will  bear  out  my  reasoning.  It  took  me  nearly  an  hour  and  a 
visit  to  three  different  stores  to  purchase  30  Ammonium 
Chloride  Coated  Tablets.  Perhaps  I shouldn’t  have  been 
trying  to  buy  them,  but  my  tour  would  have  been  the  same  if  I had  had  a prescription. 

We  were  staying  in  a hotel  which  is  a member  of  one  of  the  largest  hotel  chains  in  the 
country.  In  the  lobby  they  had  a place  of  business  which  was  advertised  as  a drug  store.  This 
was  my  first  stop,  i couldn’t  see  a prescription  department  but  made  my  wants  known  any- 
way. The  only  clerk  in  attendance  registered  surprise  and  began  looking  amongst  the  hair  oil 
and  shoe  polish.  I knew  she  wasn’t  going  to  find  the  tablets,  so  I asked  for  the  pharmacist. 
When  she  said  they  didn’t  have  one,  I asked  about  a prescription  department  and  she  replied 
that  they  carried  nothing  but  cosmetics,  gifts,  toiletries,  etc.  It’s  pretty  loose  legislation  that 
permits  a place  like  that  to  be  called  a drug  store. 

From  there,  I walked  directly  across  the  street  to  a store  carrying  the  name  of  one  of  the 
best  known  drug  chains  in  the  country.  Here,  the  young  pharmacist  scratched  his  head  and 
searched  for  15  or  20  minutes  for  the  Ammonium  Chloride  tablets.  He  finally  decided  that  they 
didn’t  have  any.  I was  reasonably  sure  they  must  have  had  them,  and  I was  almost  convinced 
he  didn’t  even  know  what  they  were.  However,  he  did  attempt  to  sell  me  Tracinets  or  Tyro- 
zets  which  was  one  point  in  his  favor. 

I walked  down  the  street  a half  block  farther  to  another  large  chain  drug  store  — probably 
the  best  known  in  that  area  — and  found  their  prescription  department  in  a far  corner  of  the 
basement.  There  were  four  people  waiting  when  I walked  up  to  the  prescription  counter  where 
an  indifferent  elderly  man  was  in  charge.  The  person  whom  he  was  waiting  on  when  I ar- 
rived had  two  prescriptions,  one  of  which  he  was  able  to  fill.  It  was  put  up  in  a small  pill  box 
and  after  wrapping  it  in  enough  paper  to  wrap  up  a box  of  Kleenex,  he  had  to  leave  his  depart- 
ment to  get  change  for  a five  dollar  bill.  He  wrapped  the  packages  for  each  customer  the 
same  wav  and  had  to  leave  his  department  twice  to  get  change  while  waiting  on  5 customers. 
Each  time  he  left  the  prescription  department,  he  fumbled  several  minutes  for  his  key  to  get 
back  in  the  department.  One  of  the  customers  purchased  insulin  then  asked  for  hypo  needles. 
I was  stunned  when  he  charged  her  seventy  cents  for  two  needles,  which  we  sell  regularly  for 
forty-five  cents.  It  dawned  on  me  then  that  Missouri  is  one  of  the  states  which  doesn’t  have 
Fair  Trade  laws  and  that  I was  in  one  of  the  stores  that  advertise  cut  rate  prices.  This  appar- 
ently is  one  of  the  ways  they  make  up  the  profit  on  their  phony  bargains.  He  didn’t  have  any 
trouble  finding  the  Ammonium  Chloride  but  he  certainly  wasn’t  very  happy  about  his  work, 
and  I wasn’t  very  happy  about  my  half  hour  wait.  I did  get  a bit  of  an  education  on  inefficiency 
and  drug  store  courtesy  in  reverse. 

Perhaps  there  is  no  value  to  all  of  this  chatter  but  I hope  there  is.  I am  sure  that  all  of  this 
couldn’t  happen  in  South  Dakota  and  I’m  reasonably  sure  that  little  of  it  does.  This  one  hour 
tour  of  three  drug  stores  within  a block  of  each  other  in  down  town  St.  Louis  reemphasized 
several  things  to  me  — that  we  are  fortunate  in  having  a good  deal  of  sound  pharmaceutical 
legislation;  that  our  employment  problems  certainly  aren’t  as  great  as  they  could  be;  that  Fair 
Trade  is  beneficial  to  consumer  as  well  as  retailer;  and  that  South  Dakota  is  a darn  good  place 
in  which  to  live,  and  practice  Pharmacy. 

Merry  Christmas, 
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Sgilst  Cl  ass 
Einar  H.  Ingman 
U.  S.  Army 

Medal  of  Honor 

The  reds  in  ambush  on  the  ridge  had 
Iain  concealed,  withholding  their  fire.  Now 
they  opened  up.  The  two  squads  were 
trapped.  Their  leaders  were  wounded; 
others  were  dropping. 

Sergeant  Ingman  took  command.  He  re- 
organized the  survivors,  assigned  fields  of 
fire,  encouraged  the  men  to  fight.  A red 
machine  gun  opened  fire.  The  sergeant 
charged  it  alone,  hit  it  with  a grenade. 

Then  he  tackled  another  gun.  A grenade 
and  a burst  of  fire  knocked  him  down, 
badly  wounded.  He  got  up,  reached  the 
gun,  and  dispatched  the  entire  crew.  When 
his  squad  reached  him,  they  found  Ser- 
geant Ingman  unconscious— but  100  of 
the  enemy  fleeing  in  panic. 

“Bucking  the  Communists,”  says  Ser- 
geant Ingman,  “takes  an  awful  lot  of 
staying  power.  The  G.I.’s  have  got  it.  You 
have,  too,  when  you  invest  part  of  your 
hard-earned  pay  regularly  in  U.  S.  Defense 
Bonds.” 

Bonds  are  first  of  all  a cash  saving  for 
you.  But  they’re  also  back  of  our  country’s 
production  power.  Which  couples  up  with 
G.  L fire  power  to  keep  the  peace  for  all. 


Peace  is  for  the  strong! 

For  peace  and  prosperity  save  with 
U.  S.  Defense  Bonds ! 


Now  E Bonds  pay  3 % ! Now,  improved 
Series  E Bonds  start  paying  interest  after  6 
months.  And  average  3%  interest,  compounded 
semi-annually  when  held  to  maturity!  Also, 
all  maturing  E Bonds  automatically  go  on 
earning— at  the  new  rate— for  10  more  years. 
Today,  start  investing  in  Series  E Defense 
Bonds  through  the  Payroll  Savings  Plan. 


_/ 


The  U.S.  Government  does  not  pay  for  this 
advertisement.  It  is  donated  by  this  publica- 
tion in  cooperation  with  the  Advertising 
Council  and  the  Magazine  Publishers  of 
America, 
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Dear  Auxiliary  Members: 

Mrs.  A.  P.  Reding,  National  North  Central 
Regional  Public  Relations  Chairman,  Mrs. 
A.  B.  Scales,  our  President-elect,  and  I just 
returned  from  the  ninth  annual  National  Con- 
ference for  State  Presidents,  Presidents-elect 
and  National  Committee  Chairmen  which  was 
held  in  Chicago,  November  6 and  7,  1952. 
We  found  it  most  stimulating  and  interesting 
with  many  surprise  packages. 

The  Conference  was  presided  over  by  Mrs. 
Leo  J.  Schaefer,  National  President-elect,  who 
is  familiar  to  all  of  us  who  had  the  opportun- 
ity to  enjoy  her  at  our  own  State  convention 
last  May.  She  is  a charming  and  brilliant 
lady. 

The  theme  of  the  conference  this  year  was, 
“Our  Goal.  A Better  World.”  The  discus- 
sion panels  and  speeches  were  divided  under 
separate  sub-titles.  The  first  sub-title  “You 
Are  The  Auxiliary”  consisted  in  reports  on 
the  Auxiliary  Publications,  the  Bulletin,  and 
circulation  records,  as  well  as  an  excellent 
panel  on  Organization.  This  panel,  as  the 
other  panels,  was  divided  into  sub-headings, 
and  various  State  Presidents  spoke  on  one  of 
the  headings  for  three  minutes  each.  These 
sub-headings  were: 

(a)  To  perfect  organization  and  secure  new 
members. 

(b)  Breaking  down  District  Medical  Society 
Resistance. 

(c)  How  to  stimulate  interest  in  the  new 
Auxiliary. 

(d)  How  to  encourage  membership  interest. 

(e)  Creating  friendliness  and  unity. 

(f)  Quiz  sessions  on  what  we,  as  Auxiliary 
members,  should  know. 

“The  Obligation  Is  Ours”  was  the  title  of 
the  second  part  of  the  Conference.  This  in- 
cluded panels  on  Program,  Nurse  Recruit- 
ment, Civil  Defense,  and  The  Mechanics  of  a 
convention  ....  the  latter  would  have  been 
particularly  appreciated  by  Mrs.  Wayne  Geib 
of  Rapid  City,  the  Auxiliary’s  General  Chair- 
man for  our  State  Convention  in  1953. 


The  ladies  on  the  Civil  Defense  Panel  acted 
out  a clever  skit.  While  the  State  Auxiliary 
Presidents  on  the  Program  and  Nurse  Re- 
cruitment Panels  gave  short  talks  on  the 
following  topics: 

Program: 

(a)  A common  goal  for  large  or  small,  new 
or  old  Auxiliaries. 

(b)  Working  members  are  interested  mem- 
bers ....  Programs  are  the  cornerstone 
of  the  Auxiliary. 

(c)  Doctor’s  Day  Observance. 

(d)  Auxiliary  Members  in  active  Program 
Participation. 

Nurse  Recruitment: 

(a)  Inventory  of  Nursing. 

(b)  Techniques  of  Nurse  Recruitment. 

(c)  What  do  we  want  the  School  Council- 
lors to  know  and  do  for  us  in  selecting 
our  prospective  nurses. 

(d)  Nurse  Recruitment  Material  in  School 
Libraries. 

(e)  The  tools  used  in  the  promotion  of 
Nurse  Recruitment. 

(f)  Wanted  more  scholarships  and  loan 
funds. 

(g)  How  are  we  to  earn  the  money  for 
Scholarships  and  Loan  Funds? 

(h)  Interested  Organizations  consuming 
Nursing  services  should  work  together 
in  Nurse  Recruitment  programs. 

(i)  Formation  of  Future  Nurses  Clubs. 

“It’s  Your  American  Medical  Association” 

was  the  name  given  to  the  third  section  of 
the  Conference.  This  part  included  panels  on 
Today’s  Health,  American  Medical  Education 
Foundation,  and  speeches  on  the  Library  Ser- 
vice Bureau,  the  World  Health  Organization, 
Blue  Cross  and  Blue  Shield. 

The  discussion  on  the  American  Medical 
Education  Foundation  covered  the  following 
points: 

(a)  What  is  the  American  Medical  Educa- 
tion Foundation? 

(b)  How  does  it  work? 

(c)  Suggestions  for  raising  money  for  the 
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American  Medical  Education  Founda- 
tion. 

The  members  of  the  Todays  Health  Group 
used  an  impromptu  quiz  to  develop  their  in- 
formation on: 

(a)  Why  Doctors  don’t  support  Today’s 
Health? 

(b)  Why  don’t  Doctors’  wives  support  To- 
days Health? 

(c)  Who  needs  Todays  Health? 

(d)  How  to  create  interest  among  Auxiliary 
Members  to  sell  Todays  Health  them- 
selves. 

(e)  How  to  sell  Todays  Health. 

(f)  How  to  use  the  profits  gained  from  sell- 
ing Todays  Health. 

The  Fourth  phase  of  the  conference  was 
titled  “Joining  Forces  For  Community  Ser- 
vice.” Under  this  title  the  panels  on  Public 
Relations  and  Community  Service,  and  Legis- 
lation were  developed.  The  Public  Relations 
and  Community  Service  group  discussed, 

(a)  Rural  Health. 

(b)  Safety  Councils. 

(c)  Public  Relations  with  Lay  Groups. 

(d)  Public  Relations  within  the  Auxiliary. 

(e)  The  Utilization  of  other  Organizations. 

(f)  Workshop  Techniques. 

(g)  Community,  State  and  Local  Health 
Problems. 

(h)  State  and  County  fairs. 

(i)  Radio  Transcriptions  of  the  AMA. 

(j)  Television  Live  programs. 

(k)  Health  Education  Programs  for  lay 
groups. 

(l)  School  Health  Programs. 

Following  this  discussion  group,  the  par- 
ticipants on  Legislation  reported  on: 

(a)  Federal  aid  to  education. 

(b)  Local  Public  Health  Unit  Bills. 

(c)  Doctor  Draft  Extension. 

(d)  Extension  of  Social  Security  and  care 
of  the  aged  and  indigent. 

(e)  Keogh-Reed  Bill. 

(f)  International  Labor  Organization  and 
Treaties. 

The  next  division  was  on  “Where  Your  Dol- 
lars Go.”  This  was  a report  on  the  Auxiliary 
finances,  as  well  as  reports  by  the  revisions 
and  reference  committees. 

The  sixth  part  called,  “This  We  Have,”  was 
a study  of  the  History  of  our  Auxiliary,  fol- 
lowed by  Nora  Stirling’s  playlet,  “Scattered 
Showers.”  At  the  close  of  the  conference,  all 


those  that  had  the  time  toured  the  AMA 
building. 

The  guest  speakers  for  the  two  days  were 
outstanding.  Dr.  Ernest  B.  Howard,  Assistant 
Secretary  of  the  AMA,  talked  on  our  respon- 
sibilities and  problems  in  the  next  four  years. 
Each  of  the  guest  speakers  stressed  that 
though  we  have  a new  President  of  the 
United  States,  the  President  of  Harvard  Uni- 
versity, the  teachers  in  the  schools,  the  men 
running  Business  and  Industry,  those  affect- 
ing our  daily  lives,  who  still  believe  in  So- 
cialized Medicine  have  not  been  voted  out. 
Therefore,  we  can  not  afford  to  become  placid. 
We  must  continue  to  fight  for  our  American 
Heritage,  Freedom.  Legislation  for  Socialized 
Medicine  will  again  be  brought  up,  but  in  a 
milder  form,  so  be  alert.  We  may  well  be 
confronted  with  compromised  proposals  by 
conservative  people.  We  must  create  the 
climate  in  which  criticism  of  medicine  will 
not  live.  We  must  cement  our  relationships 
with  our  friends  and  offset  our  enemies. 

Mr.  Arthur  L.  Conrad,  President  of  the 
Heritage  Foundation,  spoke  on  “The  Meaning 
of  Education  in  the  Modern  World.”  It  is  his 
feeling  that  we  are  in  the  Second  stage  of  a 
revolution,  which  he  calls,  “Deflexion  of  the 
Intellectuals”  — in  which,  the  thought  leaders 
are  influencing  the  minds  of  children  and 
adults.  He  feels  that  the  schools  are  not  teach- 
ing the  fundamentals  to  our  children,  and  that 
the  textbooks  in  the  schools  are  often  sparked 
with  communistic  propaganda.  Have  you 
checked  your  childrens’  textbooks?  How  true 
is  the  saying,  “If  every  man  would  sweep  in 
front  of  his  own  door,  the  world  would  be 
clean!” 

Mr.  Tom  Hendricks,  Director  of  the  Coun- 
cil on  Medical  Service  of  the  AMA,  discussed 
the  Chiropractic  resolutions  which  arose  at 
the  American  Legion  Convention.  These,  in 
effect,  requested  that  the  American  Legion 
mandate  congress  to  have  chiropractic  treat- 
ment for  veterans  at  federal  expense.  1344 
voted  for  this  resolution  and  1769  against. 
Everyone  seems  to  want  a free  ride  on  the 
merry-go-round,  without  stopping  to  think 
that  when  the  government  steps  in  the  merry- 
go-round  breaks  down.  It  is  Mr.  Hendricks 
contention  that  if  the  United  States  falls,  it 
will  be  caused  from  ■V3thiu,.pp;  .without. 

Mrs.  Oscar 'Ahlgi’dri,  President  of  the  Gen- 
eral Federation  of  Wqnien’s  Clubs,  held  eyery- 
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one’s  interest  with  her  talk,  “The  Time  Has 
Come.”  She  stated  that  freedom  has  to  be 
re-won  by  every  generation,  but  to  do  so  the 
desire  for  freedom  has  to  be  deep  inside  of 
you.  As  it  is  easy  to  loose  things  if  we  are 
not  vigilant,  we  must  be  vigilant  each  day  to 
preserve  our  American  Heritage,  Freedom. 

Dr.  McCormick,  President-elect  of  the 
American  Medical  Association,  made  an  im- 
promptu visit  to  our  conference.  He  com- 
plimented the  ladies  on  their  excellent  work 
and  told  us  how  proud  the  AM  A was  of  its 
Auxiliary. 

I realize  that  this  article  seems  more  like 
an  outline.  But  I did  want  you  to  obtain  an 
overall  picture  of  the  Conference  as  many 
of  you,  I know,  are  unaware  how  concen- 
trated the  two  day  annual  conference  is.  If 
you  would  be  interested  in  more  complete  de- 
tails, do  write  me.  I will  be  happy  to  develop 
any  topic  for  you,  or  answer  any  question.  A 
complete  report  of  the  Conference  will  be 
published  in  the  December  issue  of  the  Bul- 
letin; this  will  help  all  those  that  take  the 
Bulletin  and  I will  be  pleased  to  help  those 
who  don’t. 

May  each  one  of  you  have  a Happy 
Christmas. 

Mrs.  Verlynne  V.  Volin,  President 


NITRATE  POISONING— 

(Continued  from  Page  332) 

weight  is  the  treatment  of  choice.  Ascorbic 
acid  will  produce  similar  results  to  the  methy- 
lene blue  but  its  action  is  slower.  We  used  the 
latter  because  methylene  blue  was  not  avail- 
able and  noted  clinical  improvement  within 
four  hours  after  its  administration.  It  must 
be  remembered,  too,  that  large  doses  of 
methylene  blue  can  cause  methemoglobin- 
emia. 

SUMMARY 

A case  report  of  methemglobinemia  due  to  well 
water  containing  a high  nitrate  concentration  is 
presented.  The  mechanism  of  development  of 
methemoglobinemia,  its  diagnosis,  and  treatment 
are  briefly  described.  The  public  health  aspects 
are  obvious.  It  is  hoped  that  this  summary  will 
bring  about  an  increasing  awareness  of  the  con- 
dition to  practitioners  in  this  state,  and  avoid  un- 
necessary deaths  among  infants. 
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ARTERIOSCLEROSIS— 

(Continued  from  Page  339) 

set  by  the  arteriosclerotic  process.  Rest  is, 
of  course,  the  keynote  of  all  therapy.  An- 
cillary measures  for  relief  of  arterial  spasm 
(priscoline,  phenobarbital)  are  of  some  use. 
In  the  absence  of  complicating  disease,  the 
low  salt  diet  is  both  hard  on  the  patient  and 
ridiculous  in  the  extreme. 

In  instructing  patients,  I frequently  use 
this  example:  After  the  war,  I bought  a sur- 
plus twin-engine  airplane.  Just  above  the 
throttles  was  a little  sign:  “Do  not  run  these 
engines  full  throttle  more  than  one  minute.” 
If  I violated  this  instruction  it  was  quite 
likely  to  ruin  the  engines.  The  same  state- 
ment can  apply  to  the  arteriosclerotic  person. 
“Do  not  run  this  man  full  throttle  more  than 
one  minute.”  At  this  stage  of  the  game  he 
is  not  built  to  take  it. 

It  is  unwise  to  attempt  to  give  a prognosis 
in  any  detail.  Arteriosclerosis  is  unpredictable 
in  the  extreme.  Key  your  treatment  to  ad- 
justing the  patient  to  his  disease  rather  than 
to  miracle  chemicals  and  make  your  prognosis 
conservative.  The  results  will  be  quite  good. 
Above  all,  do  not  forget  or  ignore  the  ever- 
present arteriosclerosis. 
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of  50  and  250  capsules. 
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Reserved  for 
the  physician’s 
prescription 


Since  its  founding  on  May  10, 
1876,  Eli  Lilly'and  Company 
has  depended  upon  the 
physician’s  prescription  for  the 
sale  of  its  products.  Information 
on  the  therapeutic  application 
of  Lilly  products  has  been 
channeled  exclusively 
through  the  medical  and 
closely  allied  professions. 

This  policy,  it  is  felt,  has 
encouraged  the  public  to  seek 
competent  medical  advice 
and  has  discouraged 
self-medication. 


Of  P/tt 


LLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


UBRA«y 
JAN"  F>  1953 
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one  of 


ADREIVALIN* 


ADRENALIN  (epinephrine,  Parke-Davis)  is  available  as; 

ADRENALIN  CHLORIDE  SOLUTION  1:1000 
ADRENALIN  CHLORIDE  SOLUTION  1:100 

ADRENALIN  IN  OIL  1:500 

And  in  a variety  of  other  forms  to 

meet  medical  and  surgical  requirements. 


S.DJ.O.M.  DECEMBER  1952  -ADV. 
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ScoMccai 


supplies  the  fine  quality  in- 
struments that  mean  so  much 
to  every  surgeon.  In  every 
operation  the  sharp  cutting 

edge  of  the  scissors,  the  sure 


firm  grasp  of  the  haemostats 
and  the  precise  balance  of 
each  instrument  assures  ut- 
most satisfaction. 


Remember  that  P & H is  your  best  source  for  the 
world’s  finest  imported  and  domestic  instruments. 
We  have  one  of  the  largest  and  most  complete 
stocks  from  all  the  leading  instrument  makers  of 
Sweden,  Germany  and  the  United  States’  3];) I252a 


PHYSICIANS  AND  HOSPITALS  SUPPLY  COMPANY,  INC. 

MINNEAPOLIS  3,  1400  HARMON  PLACE  MINNESOTA 
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...dispels  the  shadow  of  Rickets 


Even  in  America  today,  surveys  of  certain 
groups  reveal  a surprising  incidence  of  rickets 

To  combat  this  danger,  physicians 
realize  the  need  for  regular  and 
reliable  antirachitic  measures. 

A potent  and  economical  source  of  vitamins 
A and  D,  Mead’s  Oleum  Percomorphum  has 
provided  effective  protection  for  millions  of 
infants  and  children.  For  17 
years,  physicians  have 
placed  faith  in  it. 


ilBRABY  OF  THK 
COLLEGE  o:  r'lYSlClANS 
OF  PHILADELPHIA 


5 

I 


f - 

' This  Book  is  due  on  the  last  date  stamped 

' below.  No  further  preliminary  notice 

will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 
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